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The Honorable Jane Dee Hull 
Governor 
State of Arizona 
1700 West Washington 
Phoenix, Arizona 85007 

Dear Governor Hull: 

I am pleased to present the Annual Report for the Arizona Department of Health Services/Division 
of Behavioral Health Services and the Arizona State Hospital for Fiscal Year 1998. This report is 
prepared in accordance with A.R.S. § 36-3405 and 36-209(E) and combines the annual reports for 
the Division of Behavioral Health Services and the Arizona State Hospital and reflects the activities 
of various components of these service areas. 

I pledge our continued efforts toward a system which provides quality behavioral health services 
to those in need and which is accountable to the citizens of this State. 



James R. Allen, M.D:, M.P.H. 


Director 
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With both the "Vision Statement" and the "Mission Statement" as the guiding principles, the Arizona State 
Hospital provides psychiatric hospitalization and treatment for persons presently living in the state of Arizona 
who meet the standards for admission. While providing evaluation and active treatment, the hospital is 
continually cognizant of the rights and privileges of each patient, particularly the patient's right to confidentiality 
and privacy. 

The leadership of the hospital will continually utilize the "Vision Statement" and the "Mission Statement" to 
provide guidance and direction for the hospital and staff in providing services for the residents of the state of 
Arizona. 

ORGANIZATIONAL STRUCTURE 

THE ARIZONA DEPARTMENT OF HEALTH SERVICES 

The Arizona Department of Health Services (ADHS) is the state agency responsible for assessing and assuring 
the physical and behavioral health of all Arizonans through education, intervention, prevention, and delivery of 
services. ADHS consists of six major service units which report to the Director of the Department. Behavioral 
Health Services (BHS) is the largest of these service units, both in number of staff and size of budget. 

Behavioral health services 

Behavioral Health Services (BHS) was recreated within ADHS by Arizona Revised Statutes §36-3402 et. seq., 
effective August 13, 1986. The intent of the Arizona State Legislature was to create permanent authority for 
behavioral health and to express a co mmitme nt to the importance of p lanning , a dminis tering, regulating, and 
monitoring all facets of the state public behavioral health system. Behavioral Health Services has pr imar y 
responsibility for administering a system of behavioral health care which is responsive, individualized, 
compassionate, culturally sensitive, and equally accessible. 

THE ARIZONA STATE HOSPITAL GOVERNING BODY 

The Arizona State Hospital Governing Body is composed of the Chief Medical Officer of Behavioral Health 
Services who serves as Chairperson, an Arizona State Hospital physician, and a community representative. 
Although the Governing Body does not have direct supervisory responsibilities for the Chief Executive Officer/ 
Superintendent of the Arizona State Hospital, the Governing Body does provide overall guidance for hospital 
leadership. 

The ARIZONA STATE hospital advisory board: 

The Arizona State Hospital Advisory Board, established by Arizona Revised Statutes §36-217, is composed of 
the thirteen members appointed by the Governor of the State of Arizona. The Board is co mmitt ed to advising 
the Assistant Director of Behavioral Health Services and the Chief Executive Officer/Superintendent of the 
hospital in the development, implementation, achievement and evaluation of goals, as well as communicating 
special hospital or patient needs directly to the Office of the Governor. 
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INTRODUCTION 

The Arizona Department of Health Services, Division of Behavioral Health Services 
(ADHS/DBHS) continues to focus its efforts and energies toward providing leadership in 
activities designed to more effectively meet the needs of Arizona. Arizona is a leader in the 
public sector behavioral health field in its managed care approach to service delivery. 
ADHS/DBHS is committed to delivering quality, cost-effective services, and effectively 
managing the care, as well as the costs. 

The behavioral health service delivery system envisioned for the future is one in which a fully 
developed and integrated continuum of care is available in urban and rural areas. This 
comprehensive array of services will be community based, culturally sensitive, family focused, 
and will build on the strengths of the client, bringing about the greatest degree of recovery 
possible in a timely manner. 

ADHS/DBHS has embarked upon a strategic planning process designed to guide it into the 
next century as it continues to meet new challenges. To guide in this process, a vision, mission 
statement and guiding principles were developed. 


VISION FOR THE DIVISION OF BEHAVIORAL HEALTH SERVICES 

We envision an accountable and accessible behavioral health system. This system 
provides for responsive, comprehensive, community-based services tailored to 
the individual, family, community and culture. It does this to promote healthy 
development and to provide effective prevention, evaluation, treatment and 
intervention services to people in need who would otherwise go unserved, so that 
people are empowered and can lead responsible, productive, meaningful lives. 
It reduces the costs to society from behavioral health problems and improves 
quality of life for the people we serve and for society. 


MISSION STATEMENT 

The mission of the Division of Behavioral Health 
Services is to continually improve the effectiveness and 
efficiency of a comprehensive system of behavioral health 
care in order to meet the needs of the people of Arizona. 
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PRINCIPLES 


The Division of Behavioral Health Services Management Team is committed to achieving excellence 
in the development and delivery of behavioral health, prevention and treatment services through 
adherence to the following principles: 

1 • Effective Leadership We value and promote leadership with integrity at all levels within 
the service system. Through coaching, counseling, mentoring and sharing of information 
we provide a supportive work environment where decisions are made at the levels most 
responsive to the customer. 

2 . Innovation and Creativity We challenge the status quo to find better ways to coordinate, 
integrate and enhance services for the people we serve. 

3. Service Philosophy We value the input of all our stakeholders and the people we serve. 
We believe in building excellent relationships which reflect mutual responsibility and 
respect for DBHS stakeholders and the people we serve. 

4. Healthy Living We encourage and promote responsible living and regard prevention 
services and health promotion as an integral part of the behavioral health service delivery 
system. 

5. Public Stewardship We accept the responsibility for the proper use of public resources 
in ways that optimize benefits to the public. 

6. Continuous Quality Improvement We measure the efficiency and effectiveness of the 
delivery of care to provide continuous feedback to stakeholders and internal decision 
makers. Performance measures are outcome based and are selected for their usefulness 
in achieving the purpose of improving performance and of responding to customer’s 
changing needs. 

7. Commitment to Employees We recruit and retain a professional, culturally diverse team. 
We provide opportunities for life long learning. 

8. Development of Partnerships We forge partnerships to achieve mutual goals through 
open communication, honoring commitments, and fostering trust. 
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HISTORY OF THE DIVISION OF BEHAVIORAL HEALTH SERVICES 


The Arizona Department of Health Services is the State agency responsible for public health education, 
prevention and treatment. ADHS is comprised of six major service areas which report to the Director of the 
Department. The Division of Behavioral Health Services (DBHS) is the largest of these service areas, both in 
number of staff and size of budget. 

The Division of Behavioral Health Services was recreated within ADHS by Arizona Revised Statutes 36-3402 
et. seq., effective August 13,1986. The intent of the Arizona Legislature was to create a permanent authority 
for behavioral health and to express a commitment to the importance of behavioral health services in Arizona. 
DBHS serves as the single state authority to provide coordination, planning, administration, regulation and 
monitoring of all facets of the state public behavioral health system. DBHS has the responsibility of 
administering a system of behavioral health care which is responsive, individualized, cost efficient, culturally 
sensitive and equally accessible. 

DESCRIPTION OF THE DIVISION OF BEHAVIORAL HEALTH SERVICE DELIVERY SYSTEM 

Section 36-3410 of Arizona Revised Statutes authorizes ADHS/DBHS to contract with community based 
org aniz ations, known as Regional Behavioral Health Authorities (RBHAs), to administer behavioral health 
services in the State. These RBHAs function in a fashion similar to a health maintenance organization. The 
State is divided into six geographic regions. Each region is assigned to a RBHA. See Appendix A for a map 
of the geographic service areas. 

RBHAs are responsible for assessing the service needs in their region and developing a plan to meet those 
needs. They contract with a network of more than 350 service providers to deliver a full range of behavioral 
health care services, including prevention programs for adults and children, and a full continuum of services 
for adults with substance abuse and general mental health disorders, adults with serious mental illness, and 
children with serious emotional disturbance. 

RBHAs contract for or deliver Title XIX Medicaid services through a capitated payment methodology based 
on total Title XIX eligibles. They are also responsible for managing all other non-Medicaid resources based 
upon fixed price contracts. 

In addition to the RBHA system, DBHS has developed several options for the delivery of behavioral health 
services to American Indians , both on and off the reservation. American Indians who live off the reservation 
may access services through the RBHA system in the same manne r as any other Arizona resident. For 
American Indians who live on a reservation, the Tribe has the option of: (a) entering into an Intergovernmental 
Agreement with ADHS to deliver behavioral health services on the reservation, with the reservation acting as 
its own RBHA; (b) contracting with the local RBHA to provide services; or (c) allowing on-reservation Tribal 
members to obtain behavioral health services either through Indian Health Service, or going off reservation to 
receive services. 

The State Children’s Health Insurance Program (SCHIP) has created a new health insurance program, called 
“KidsCare”. This program will provide health insurance to uninsured children under 19 years of age whose 
families gross income is at or below (150% in 1999 and increasing to 200% in the year 2000) of die federal 
poverty level. The KidsCare benefit package will be identical to what is offered to State Employees including 
behavioral health services with 30 days inpatient and 30 outpatient visits. 
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ORGANIZATIONAL STRUCTURE OF THE 
DIVISION OF BEHAVIORAL HEALTH SERVICES 

The Assistant Director and Deputy Assistant Director provide leader ship and direction in accomplishing the 
mission of DBHS. An Organizational Chart is included in Appendix B. The manag ement team, which is 
composed of Bureau Chiefs, the Assistant Director, Deputy Assistant Director, and the Medical Director, 
oversees the following functions: 

Fiscal Management - The Bureau of Financial Operations provides oversight and coordination of DBHS 
financial and operational functions to ensure efficient, effective, and accountable operations in accor danc e with 
federal and state laws and regulations and Department policies. Functions include fiscal monitoring and budget, 
provider services, procurement and personnel services. This Bureau has provided leadership in the 
development of financial standards to assure a healthy balance of the fiscal viability of the system and the needs 
of the clients it serves. 

Planning - The Bureau of Planning and Council Support has responsibility for establishing strategic vision 
and direction for publicly funded behavioral health services in Arizona. The DBHS planning process occurs 
at all levels of the system and ensures the involvement of all stakeholders in the process. DBHS receives input 
from four advisory councils, and through regional public pl anning meetings. The DBHS budget request process 
is an integral component of planning, as required by the State's Budget Reform Act. The p lanning process 
includes the production of a three-year plan, with annual reviews and reports of progress. The Bureau is also 
responsible for the development of policies and procedures. 

Program Development - The Bureau for Persons with Serious Mental Illness; the Bureau of Children's 
Services; the Bureau of Substance Abuse and General Mental Health are responsible for the design, 
development and provision of technical assistance to the RBHAs and provider community in each program area. 
These offices provide leadership in establishing standards of performance, desi gning outcome indicators and 
identifying best practices. 

Clinical Oversight - The Office of the Medical Director provides clinical oversi ght in the provision of 
behavioral health services. Working closely with the Medical Directors of the RBHAs, the Medical Director 
develops clinical practice guidelines which are used throughout the State. The Medical Director also 
coordinates with the Medical Director of AHCCCS and with AHCCCS Health Plans for the joint management 
of clients’ physical and behavioral health needs. 

Quality Management - The Bureau of Quality Management and Evaluation assumes responsibility for q uality 
assessment and continuous quality improvement, utilization review and risk mana gement The Office for 
Prevention (OFP) was established to provide multiple prevention strategies to target population of Arizonans 
who are at risk for developing behavioral health problems. This program area responds in part, to legislation 
which established the children’s funding category. The Chief and staff of BQME chair statewide monthly 
meetings of RBHA QM Coordinators to recommend, review and implement standards of care and practice 
guidelines. Develop outcome measurement reports from the CEDAR System. 

DBHS has established a structure for monitoring the RBHA system. The monitoring program incorporates 
quality concepts and decision support systems to measure the programs and services delivered through 
ADHS/DBHS and the RBHAs. F undame ntal to the program are the RBHA Monitorin g Te ams Each team is 
composed of DBHS staff that represent all of the functional areas within DBHS. 
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Managemen t Informati on Systems - The Behavioral Health Applications Team of Information Technology 
Services provides automation support to DBHS to achieve its business goals. Staffs’ pr imar y function is to 
develop and maintain the Client Information System (CIS) application and database. This system tracks clients 
receiving behavioral health services in Arizona. The main functions of the system are: 

• Client intake/registration 

• AHCCCS interface (reporting of Title XIX and Title XXI clients and services) 

• Client service tracking 

• Fund tracking and reporting 

• Ad hoc reporting/DBHS management reporting 

• External agency reporting 

• RBHA data download interface 

As ADHS/DBHS moves further toward integration of data systems, additional opportunities for the continued 
enhancement of analysis and reporting capabilities will be identified, permitting a wide range of specialized 
monitoring research and projects by ADHS/DBHS. 

In addition to the support of the CIS system, the Information Technology Support (ITS) team develops PC stand 
alone applications to support business needs within various DBHS offices. 

Resolution of disputes - The Office of Grievances and Appeals maintains a grievance system which provides 
for an administrative resolution of disputes for members, subcontractors, and providers or non-contracting 
providers, in accordance with state and federal regulations, statutes and standards. In addition to the grievance 
system, DBHS has designated specific staff members to act as ombudspersons, advocating to resolve problems 
or issues raised by members or providers. The Office of Grievance and Appeals is responsible for the 
management and implementation of the grievance system within DBHS, and monitoring at the RBHAs. 

Arizona State Hospital - DBHS is also responsible for the operation of the Arizona State Hospital. The Annual 
Report of the Arizona State Hospital is contained as a separate report in this document. 
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Division Of behavioral health services accomplishments 

STATE FISCAL YEAR 1998 


TOBACCO TAX PROGRAMS 
Overview 

During Fiscal Year 1998, The Division of Behavioral Health Services continued to fund twenty-one of the 
twenty-five programs established in Fiscal Year 1997 and added nine new programs for a total of thirty 
programs. 

Fiscal Year 1998 was the third year of operation for the Behavioral Health Tobacco Tax Program. The first 
year consisted primarily of developing policies and plans, selecting contractors, developing locations and offices 
and hiring staff. The second year was the first year of full operation and the third year was a continuation of 
the progr ams During the third year carryover funds from the first and second years were used to enhance 
ongoing programs and newly developed programs. The majority of the new programs were designed to assist 
the behavioral health system in coordinating care with other state agencies and/or the courts. 

KEY OBJECTIVES OF THE PROGRAM 

• Increasing quantity and quality of the services provided in the ComCare Crisis Response Network and 
the Southeastern Arizona Regional Crisis System. 

• Developing and providing of an array of prevention services, geared to helping youths stay in school, 
refrain from drug use, and or re-entering the juvenile detention system. 

• Providing detoxification services in the rural areas of Yuma and Page. 

• Providing behavioral health services to people over the age of sixty, who would otherwise not have 
services available. 

• Increasing support services for persons with serious mental illnesses. 

• Providing a mobile mental health clinic for Yuma and LaPaz Counties and providing behavioral health 
services, via tele-conferencing, in rural Arizona, thereby increasing access to services in remote areas. 

• Developing procedures, in conjunction with the court systems and the juvenile detention systems, to 
appropriately identify and more quickly treat people who have behavioral health problems. 

KEY FINDINGS 

• The ComCare Crisis Response Network and the SEABHS Regional Crisis System were enhanced by 
having enough funding to cover the entire geographic areas. Having comprehensive coverage, both in 
terms of geographic area and types of services provided, added to the satisfaction rates of people served 
and increased the community’s satisfaction with the crisis systems. 

• Providing behavioral health treatment services for youths in detention reduced negative behaviors. Also 
school attendances improved , drug and alcohol use decreased and the return rate back into the juvenile 
detention system decreased. 

• Detoxification facilities are utilized in rural areas. Both the Yuma and Page facilities were at capacity for 
FY 97 and FY 98. 

• The rate of depression in elderly persons decreased when receiving behavioral health treatment, even for 
those with multiple, progressive, medical problems. 

• Alternative means of providing behavioral health services such as mobile intake vans, tele-conferencing 
and co mmunit y health center coordination, increased the number of people receiving behavioral health 
services in remote areas. 
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• Programs that are designed to assist courts and juvenile detention systems appropriately place and treat 
people who have behavioral health problems reduces stress on the courts and allows for needed treatment 
to begin sooner. 


FY 98 DBHS Tobacco Tax Funded Programs 


RBHA 

* Name of Program 

Allocation for 
7/1/97-6/30/98 

Carryover 

Funds 

Total Budget 
7/1/97-6/30/98 

COM 

♦Crisis Services 

2,498,300 

0 

2,498,300 

CAKE 

♦Administration 

50,986 

0 

50,986 


COMCARE TOTAL 

2,549,286 

0 

2,549,286 


♦Substance Abuse Treatment for Youth 

490,000 

139,550 

629,550 


♦Juvenile Court/RBHA Collaboration 

130,000 

0 

130,000 


♦Community Based Prevention/Early 





Intervention Services for Rural Pima Co. 

75,000 

35,000 

110,000 


♦Community Based Prevention/Early 





Intervention for Tohono O’Odham 

100,000 

0 

100,000 

CPSA 

♦Peer Mentoring Program for SMI Adults 

75,000 

40,000 

115,000 


♦Residential StepUp Program-Substance Abuse 

150,000 

0 

150,000 


♦Community Based Services for the Elderly 

40,909 

0 

40,909 


♦Medications 

75,000 

0 

75,000 


♦Results Management Evaluation Services 

9,996 

150,000 

159,996 


♦Children’s Assessment Center 

0 

22,000 

22,000 


♦Superior Court Liaison 

0 

44,555 

44,555 


♦Vocational Initiative(Start-up Funded First Year) 

0 

0 

0 


♦SEABHS Regional Crisis System 

188,464 

0 

188,464 


♦Rural Linkages Telecommunication Program 

113,571 

995,168 

1,108,739 


♦Administration 

29,560 

0 

29,560 


CPSA TOTAL 

$1,477,500 

1,426,273 

2,903,773 


♦Detoxification Services 

46,589 

45,000 

91,589 


♦Collaborative Juvenile Court Services 

25,000 


25,000 


♦School Linked Medical Program 

24,373 


24,373 


♦GateOpeners-Elderly Behavioral Health 


87,000 

87,000 

PGBHA 

♦Pinal County Juvenile Detention Center 





Behavioral Health Screening 

39,996 


39,996 


♦Children’s Wrap Around Services 

49,985 

35,290 

85,275 


♦Villa Oasis Interscholastic Center 


12,500 

12,500 


♦Administration 

3,795 


3,795 


PGBHA TOTAL 

$189,738 

179,790 

369,528 


♦Rural Detoxification 

250,000 

0 

250,000 


♦Juvenile Court Collaboration 

234,501 

62,511 

297,012 


♦Community Health Center Collaboration 

140,704 

37,508 

178,212 


♦Ethnic Minority Youth Services 

103,165 

27,501 

130,666 

NARBHA 

♦Senior Outreach/Case Management 

46,908 

12,504 

59,412 


♦Improved Outreach and Accessibility 

98,692 

26,308 

125,000 


♦Administration 

12,746 

3,399 

16,145 


NARBHA TOTAL 

886,716 

169,731 

1,056,447 


♦Rural Detoxification 

250,000 

0 

250,000 

EXCEL 

♦Mobile Intake and Referral Services 

146,300 

25,156 

171,456 


♦Administration 

460 

0 

460 


EXCEL GROUP TOTAL 

396,760 

25,156 

421,916 

TOTAL STATE ALLOCATION 

$5,500,000 

$1,800,950 

$7300,950 
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MARICOPA COUNTY SELECTS NEW RBHA 

The Arizona Department of Health Services awarded a $ 170 million contract for the provision of tax-subsidized 
behavioral health services in Maricopa County to one of the largest and most experienced behavioral health 
management firms in the nation. 

ValueOptions of Falls Church, VA, was selected unanimously by an evaluation team. The contract will run 
three years starting September 19, 1998, with an option for two more years based on performance. 

Under the new contract, requirements are spelled out for everything from access to care to data submission, 
plus minimum capitalization requirements have been increased to $10 mill ion from $1.5 million in the past 
contract. 

Also, all services must “promote progress towards the highest level of health and self-sufficiency.” Services 
cannot be denied or discontinued due to a poor prognosis or lack of improvement if the services are necessary 
to prevent regression. 

Examples of other new contract requirements include: 

► Routine appointments wi thin 7 calendar days instead of past contract’s 30 days and urgent appointments 
within 24 hours instead of 72 hours. 

► Crisis services within 15 minu tes by telephone and, for face-to-face, within 30 minutes for on-scene 
mobile requests. Also must have a least two crisis walk-in sites with 24-hour availability of psychiatrists. 

► Minimum network requirements established in metropolitan Phoenix for mobile crisis providers, 
psychiatric services, behavioral health professionals, pharmacy services, detoxification, physical and 
sexual abuse treatment and other specialized service providers. Minimum requirements also set for many 
services in rural areas. 

► Assignment of every client to a primary behavioral health professional with responsibility for the delivery 
and oversight of all services to the client. 

► Submission of client-intake data within 14 days of enrollment and assessment data within 30 days of 
enrollment. 

► Contractor’s net assets must be greater than or equal to $300 per enrolled person. Also a performance 
bond and minimum capitalization of $10 million must be maintaine d. 

During the last fiscal year, nearly 67,000 people received tax-subsidized behavioral health services in Maricopa 
County. Nearly 19,000 were children, more than 13,200 were seriously mentally ill and more than 36,000 
received general mental health or substance abuse services. 

ValueOptions will work cooperatively with ADHS, advocacy groups, clients and family members, ComCare 
employees, providers and all others with a stake in the behavioral health system to assure a smooth transition 
to the new Regional Behavioral Health Authority. 
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During the first year of operation, ValueOptions will monitor and help the approximately 120 providers 
improve the performance of the existing system. In the second year of the contract, the network will be 
divided into four to six regions. Through a competitive process, a lead agency/provider will be selected for 
each region. Under the lead agency, a sub-network of local agencies will offer a full range of services, 
allowing clients to be served close to home and allowing providers to pool resources and more economically 
perform administrative functions such as information and financial data collection. 

CUSTOMER SATISFACTION 

ADHS conducted its most recent Annual Statewide Satisfaction Survey during the month of May, 1998. In 
response to concerns expressed during previous survey cycles, two significant changes were implemented 
d iiring this survey cycle - 1) survey instrument redesign, and, 2) change in sampling methodology. 

Designed to assess satisfaction of persons receiving behavioral health services, the most recent statewide 
process utilized a newly developed survey instrument. In collaboration with RBHA Quality Management 
Coordinators, this instrument gathers both basic demographic information as well as subjective responses to 
nine survey questions designed to assess satisfaction as related to five dimensions: 1) Access, 2) Respect, 3) 
Cultural Responsiveness, 4) Treatment Outcome, and 5) General Satisfaction. Framed to elicit responses along 
a Yes-No co ntinuum , a consistent five-point scale was utilized for recording respondents’ answers to survey 
questions. 

Unlike previous years in which the survey was distributed to persons receiving services during a given target 
week, this year’s survey employed a random sampling technique based on unique Client IDs, stratified by 
Program and RBHA. T his random list of Client IDs by service Program Area was initially generated by ADHS 
and then distributed to RBHA QM Coordinators for use in cross matching with their own RBHA database to 
confirm service Program Area and Active Client Status. After the targeted number of Client IDs was 
successfully matched, surveys were distributed to selected clients. To allow for identification of program 
affiliati on for surveys returned, the survey instrument was color coded. Statewide, a total of 1,824 surveys 
were distributed across the RBHA system; 607 surveys were distributed to adults who had received service 
through the General Mental Health & Substance Abuse (GMH/SA) Program; 595 were distributed to children 
who had received service through the Children’s Program; 622 were distributed to adults who had received 
service thro ugh the program for persons with a Serious Mental Illness (SMI). 

Results of the survey were analyzed and “Overall Excellence,” “Overall Satisfaction,” and “Overall 
Dissatisfaction” rates were calculated. 1 Across Subscales, in comparing the three Program Areas, Statewide 
Overall Excellence rates range between 66-70%; Overall Satisfaction rates range between 88-89%; Overall 
Dissatisfaction rates were approximately 6%. At this level of analysis, across Subscales no statistically 
si gnificant findings were identified between Program Areas. While a comparison of findings to prior year 
results would be desirable, given the major redesign of the instrument used in this year’s survey, including 
additions and deletions to survey content and modification of survey structure, a direct comparison of this year’s 
results to prior years is not feasible. It is anticipated however, that such comparison and trending of results 
will be included in future survey cycles. 


1 For purposes of Hata analy sis and generalization of findings, responses were compressed to provide measures of Overall 
Excellence, Overall Satisfac tion and Overall Dissatisfaction. “Overall Excellence ” is defined as the total It of questions with the 
most favorable response divided by the total number of questions. “Overall Satisfaction ” is defined as the total tt of questions with 
the two most favorable responses divided by the total # of questions. “Overall Dissatisfaction ” is defined as the total tt of questions 
with the two least favorable responses divided by the total tt of questions. 
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When the level of analysis moves to comparison of Subscales wi thin Programs, one statistically significan 
finding was identified - significantly more Children than Adult SMI respondents (10.5% vs. 4.5%) felt tha 
“treatment received did not help. 2 " 

A related pattern which emerged consistently across programs was that Overall Satisfaction tended to be th< 
highest in the Respect Subscale which referenced “respect” either from the treatment worker or front offic< 
staff; Overall Satisfaction tended to be the lowest in the Outcome Subscale. Conversely, Overall Dissatisfactioi 
tended to be the highest in the Outcome and also the Access Subscales. Statistically, when compared withii 
program. Overall Dissatisfaction related to the Outcome was significantly higher than Respect and Cultural 
Competence for the Children’s Program; Dissatisfaction related to both Access and Outcome was significantlj 
higher than Cultural Competence for the GMH/SA Program; Dissatisfaction related to Access was significant!) 
higher as compared to all other Subscales in the SMI Program. 

With respect to the factor of gender within individual Program areas: 

• CHILDREN: Males expressed a statistically higher level of Overall Satisfaction than females on the 
Satisfaction Subscale. 

• GMH/SA: Females expressed a statistically higher level of Overall Satisfaction than males on both the 
Access and Cultural Responsiveness Subscales. Males expressed a si gnificantly higher level of Overall 
Dissatisfaction on the Cultural Responsiveness Subscale. 

• SMI: Females expressed a statistically higher level of Overall Satisfaction than males on the Outcome 
Subscale. 

With respect to the factor of race across Subscales within Program areas: 

• CHILDREN: Hispanics expressed a statistically higher level of Overall Satisfaction when compared to 
Whites or Blacks; Blacks the greatest degree of uncertainty “Not Sure; ” and Whites expressed the greatest 
degree of dissatisfaction and a statistically significant higher level of Overall Dissatisfaction when 
compared to Hispanics. 

• GMH/SA: Both Native Americans and Asians expressed the highest level of Overall Satisfaction, although 
this finding was not statistically significant. 

• SMI: Native Americans and Hispanics expressed a statistically significant higher level of Overall 
Satisfaction when compared to Whites or Blacks; Whites expressed a higher degree of uncertainty; and 
Blacks expressed a statistically significant higher level of Overall Dissatisfaction when compared to 
Hispanics, Whites or Native Americans. 

ISSUES FOR FUTURE CONSIDERATION 

In future survey cycles, to increase efficiency and avoid duplication of efforts, random selection of Client IDs 
by Program should be completed directly at the RBHA level. Sample sizes should also be increased factoring 
in more realistic response rates to allow for generalization and comparison of findings at the RBHA Program 
level (Minimum 90% Confidence Level +/- 10%). 


2 Treatment Outcome Subscale: Chi-Square (^2) p = .0336 
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SERVICES FOR AMERICAN INDIANS ON RESERVATIONS 

The Arizona Department of Health Services, Division of Behavioral Health Services currently have 

Intergovemment Agreements (IGAs) with four Arizona Indian Tribes to provide covered behavioral health 
services: 

Gila River Indian Community, Navajo Nation , an d Pasqua Yaaui Tribe of Arizona have an IGA for both Title 
XIX and State Subvention Services. 

Colorado R i ver Indian Tribe has an IGA for only State Subvention Services. Services to other Native American 
Indian Tribes are provided and covered by the local Regional Behavioral Health Authority (RBHA) in which 
the tribal reservation resides. 


BUREAU ACCOMPLISHMENTS 


Bureau for Persons with Serious Mental Illness 

Approximately 22,500 individuals with a serious mental illness receive services from Regional Behavioral 
Health Authorities (RBHA) throughout the state of Arizona. Staff from die Bureau for Persons with a Serious 
Mental Illness provide technical assistance, oversight, and monitoring to the RBHAs in providing a continuum 
of community based services for individuals with a serious menial illness. This Bureau has pr imar y 
responsibility for the implementation of the court ordered setdement agreement known as Exit Stipulation in 
the Arnold vs. ADHS lawsuit. The Bureau also plays an active role in grants, consumer affairs, tr aining 
vocational services and supportive housing 

COORDINATION WITH OTHER STATE AGENC IES 

The Bureau for Persons with a Serious Mental Illness has developed Intergovernmental agreements with the 
Department of Economic Security, Rehabilitation Services Administration, the Department of Commerce, and 
the Housing and Infrastructure Development which have been effective in significantiy increasing both 
vocational and housing opportunities. DBHS has also established a memorandum of Understanding with the 
Bureau for Home and Community Based Licensure regarding our joint interest in supervisory care homes. 

UPDATE ON ARNOLD V. ADHS EXIT STIPULATION 

The Arnold v. ADHS case is a class action lawsuit involving behavioral health services for seriously mentally 
ill residents of Maricopa County. The Arnold vs. ADHS case began in 1981 with a lawsuit filed in Maricopa 
County Superior Court alleging that the state and county had not met a statutory obligation to provide a broad 
and all-encompassing system of care for the seriously mentally ill. In fiscal year 1981, the State of Arizona’s 
budget for behavioral health care was $637,500. The court ruled in favor of the p laintiff ^ represented by the 
Arizona Center for Law in the Public Interest (now the Arizona Center for Disability Law), and the ruling was 
affirmed by the Arizona Supreme Court. In 1991 the court ordered an extensive set of system improvements, 
called “the Blueprint, ” and appointed a Monitor to oversee implementation of the Blueprint. 
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Since the 1990-91 fiscal year, funding of services for the seriously mentally ill has increased dramatically, from 
less than $55 million to nearly $141 million of which approximately $40 million comes from the federal 
government. With the increased funding, numerous systems improvements have been implemented. These 
include the development of a comprehensive set of rules governing mental health rights, treatment and 
grievances; the creation of an in-house advocacy program for clients; the unification of funding and services 
with the county through an intergovernmental agreement; implementation of an extensive case management 
system; the award of Medicaid funding for seriously mentally ill adults; development of improved licensure 
standards for behavioral health providers; and the implementation of a Shelter-Plus-Care program for people 
who are mentally ill and homeless. 

The negotiations of the resolution of the Arnold v. ADHS case began in February of 1994 and were concluded 
in February of 1995. The Joint Stipulation on Exit Criteria and Disengagement document describes numerous 
activities and outcomes that ADHS must achieve in order to exit the case. 

While there are numerous activities, the items with the greatest impact in terms of budget and services delivery 
are the following: Reduction in the census of the Arizona State Hospital, relocation of class-members residing 
m Supervisory Care homes, the development of a Quality Management plan, funding for the Maricopa County 
Crisis System, and the development of housing, and vocational services for the seriously mentally ill. 
Significant progress has been made on many of the requirements but much remains to be done before 
ADHS/BBHS can request final disengagement. In order to compare progress to the stipulation requirements 
it is necessary to provide a brief abstract of the actual requirements. 

Requirements with respect to the Arizona State Hospital: “ADHS will make available and shall maintain 
community living arrangements plus supports to meet the individual needs of class-members being discharged 
from ASH; the funds used to maintain these community living arrangements will be used almost exclusively 
for class-members who move from ASH or supervisory care homes; the census at ASH for non-forensic class- 
members shall be reduced to no more than 55; at least 85 class-members discharged from ASH shall be 
people who, as of January 1,1995 had been at ASH for more than one year; ADHS shall seek legislative 
changes to allow ASH funds to flow between the community and ASH; and ADHS shall reallocate funds 
from ASH to support the maintenance of community living arrangements and supports. ” 

As of July 30, 1998, the Maricopa County census of non-forensic class-members at ASH is 96. Seventy three 
individuals who had been at ASH for more than one year as of January 1, 1995 have been discharged. The 
development of new community living arrangements has enabled over 80 individuals to be discharged from 
ASH. Initial experience with the first group of ASH discharges indicated a need to re-assess the transition 
process in order to increase each person’s successful integration into the community. Due to this reassessment, 
the pace of ASH census reduction has slowed. Over the next year ADHS/DBHS plans to re-examine the 
formula for funding the ASH transition program. ADHS and the RBHAs have discovered that the ASH 
transition programs require extensive start up funds. Since the present funding formula provides funds months 

after the individual leaves ASH, the RBHAs are experiencing difficulty in funding the start up costs associated 
with community living arrangements. 


10 






During the 1996 legislative session, ADHS sought and obtained legislative changes to permit funds to flow from 
the ASH operating budget into community living with appropriate supports. In addition. Laws 1996, Chapter 
287, established a new “Arizona State Hospital Fund” which may be used by ADHS for treatment of patient 
at ASH. The sources of these funds include: (1) amounts that may be charged to RBHAs for treatment of their 
clients at ASH, (2) monies reimbursed by the federal government under Title XIX of the Social Security Act 
for services provided at ASH, and (3) monies appropriated by the legislature and matching federal monies paid 
to ADHS for disproportionate share payments to ASH. The latter two sources of funds became effective in 
fiscal year 1997-1998. ADHS has devised a methodology for reallocating funds from ASH to the co mmunity 
as the census at ASH is reduced, based upon an estimated $54,500 per year cost of treating a person at ASH. 

Requirements with respect to Supervisory Care: “ADHS is to facilitate the discharge of285 class-members 
from supervisory care homes to community living arrangements with appropriate supports on or after 
January 1, 1995. Two hundred of these class-members are to be moved from supervisory care homes 
identified by the Monitor as priority homes. ADHS is also to use its best efforts to assist all other class- 
members to move from supervisory care homes to alternative settings; to provide appropriate supports to 
persons who remain in such homes; and to limit the number of class-members moving into supervisory care 
homes. ” 

As of July 1, 1998, 75 class-members have moved from supervisory care homes into alternative settings. It 
has been difficult to move large numbers of individuals from these homes as there is no specific funding to 
assist with this requirement. The RBHA for Maricopa County, established a policy and procedure reg arding 
limiting the number of class members moving into supervisory care homes. This policy has been approved by 
the Monitor. ADHS staff and ComCare staff have been assisting the Office of Home and Community Based 
Licensure in monitoring conditions at supervisory care homes. As a result of this increased monitoring effort, 
unacceptable living conditions have been identified in some homes and class-members have been moved by 
ComCare into safer settings. Due to the limit ations of the OHCBL’s rules, issues of concern to ADHS staff 
sometimes cannot be addressed in the context of a licensure review and it is not possible for OHCBL to take 
immediate action against supervisory care homes with unsafe living conditions. 

Quality Management System Requirements. “ADHS will establish and implement a quality management 
system for class-members that includes processes specified in the Stipulation which must be approved by the 
Monitor. This system must measure issues specified in Appendix C. of the Stipulation and ADHS must 
achieved substantial compliance with the criteria established in Appendix C. ” 

The quality management system has been established, approved by the Monitor and has been implemented. 
The Quality Management system consists of an array of activities that are designed to improve the quality of 
care received by class members. 

Crisis System Requirements: *ADHS shall develop a crisis network through the additional, annualized 
expenditure of$4,300,000; acute inpatient services for class-members are to be provided in settings that meet 
criteria included in the Stipulation; and there are to be no admissions or re-admissions to ASH without review 
by the RBHA, unless directly ordered by a court. * 
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During the fiscal year 1996-1997, over $4.3 million additional funds were used for the development of new 
crisis services in Maricopa County. These funds were derived from new “tobacco tax” revenues and a payment 
from Maricopa County. ADHS expects no change in the level of crisis system funding for FY 1997-1998. 
ADHS has appointed a task force to study the needs for inpatient care in Arizona, and to make 
reco mme ndations regarding what type of facilities need to be available for acute and long term care. The 
Monitor or her designee have attended the forums and participated in the discussions. 

Service Development Requirements: “ADHS will make reasonable efforts to ensure that appropriate 
vocational services are provided through the Arizona Rehabilitation Services Administration or attempt to 
obtain alternative funding for such services; ADHS will make reasonable efforts to pursue and maintain 
federal funds for housing for class-members or attempt to obtain alternative funding; the Director of ADHS 
shall use best efforts to ensure that the Governor adopts the agency *s budget request for community services 
for persons with a serious mental illness and will provide the Legislature with the amount and rationale of 
ADHS’ budget request to the Governor; the services provided and the level of funding of such services as of 
July 1,1994 shall not be reduced, accept as provided. ” 

ADHS continues to have an Intergovernmental Agreement with the Arizona Rehabilitation Service 
Administration for the provision of appropriate vocational services for persons with a Serious Mental Illness. 
The number of class members receiving vocational services has significantly improved, although it has not 
reached the level desired. ADHS is working with RSA to determine what action may be needed. Federal 
funding for housing provides the majority of new housing available to class-members. ADHS and the 
Department of Commerce have been very successful in obtaining grants for HUD funds. In the past five years 
the housing opportunities for the seriously mentally ill have increased from under 100 units to over 1100 units. 
One impending problem is that there may be changes in the amount of HUD funds that are available. This will 
seriously disrupt this important service. Both of these issues are discussed in more detail in a later section of 
this report. 

GRANTS 

Comprehensive C riminal Justice Diversion Interventions 

A proposal was submitted by the Arizona Department of Health Services, Division of Behavioral Health 
Services, Bureau for the Seriously Mentally Ill. ADHS/DBHS/BPSMI, will serve as fiscal agent, and 
coordinating entity. BPSMI received notice that the proposal was accepted September 1,1997, and have begun 
the initial implementation of this project. The grant award was for 1.5 milli on dollars over a three year period. 
The Community Rehabilitation Division at the University of Arizona Health Sciences Center will be responsible 
for the implementation of the evaluation activities of the project, including design and development of 
information and data collection systems, subject selection and sam p lin g strategies, data analy sis, and 
dissemination. ComCare, Inc. and CPSA, Inc., the managed mental health care organizations for Maricopa 
and Pima Counties, respectively, will be responsible for continued implementation, and coordination of jail 
diversion activities within their communities, including proposed program enhancements to be funded by this 
project. 
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Specifically, this project has been designed to address four primary project objectives. The first objective is 
to provide methodologically sound data for answering the core research questions as identified in the S AMHS A 
funding announcement. The second objective of this project is to design and implement an integrated 
information system that allows for interactive screenings, and co mmuni cations between and among the regional 
behavioral health authorities, booking and holding facilities, and the jails regarding the status and identity of 
program participants. The third objective of this project is to enhance the availability of RBHA staff within 
the local booking facilities in order to maximize the availability of pre-booking diversion opportunities. The 
final objective of this project is to disseminate the findings and knowledge gaine d about the effectiveness of this 
diversion program to other communities, other states, and to the field in general. 

Evaluation of Housing Approaches for the Seriously Mentally Ill 

The goal of this project is to evaluate three distinct approaches to housing persons with a serious mental illness. 
The approaches include supported housing, supportive communities, and supervised apartments. This project 
is part of an eleven site national study in which participating org anizati ons will collaborate on program desi gn 
and share data with the coordinating site. A single coord inating site (Vanderbilt University) has been selected 
to facilitate project goals. 

There are two phases to this project, the process and outcome evaluations. In phase one, an evaluability 
assessment was conducted to determine the underlying program theory for each of three housing approaches. 
We have completed Phase 1 activities and will include the results in our final proposal. During Phase two, a 
two year experimental outcome evaluation will be conducted. The evaluation will e xamine the impact of the 
three housing program on approximately 500-600 newly placed individuals with a serious mental illness. The 
outcomes have been identified in conjunction with the coor dinating center and other project sites. They include 
both cross-site and site specific outcome variables. The grant award is for one milli on dollars over a three year 
period. 

Integrated Mental Health and Substance Abuse Treatment 

The Arizona Department of Health Services, Division of Behavioral Health Services is currently en ga g ed in 
a series of initiatives surrounding best practices in the treatment of co-morbid conditions. Activities to date have 
included specialized training on exemplary treatment practices among offenders with co-occurring psychiatric 
and substance abuse disorders and an initiative to develop and refine c lini cal standards of care for dually- 
diagnosed adults. Historically, treatment of these conditions has followed a model of sequentially addressing 
the needs of the client through parallel systems of care. In this model, mental health and substance abuse 
services are typically provided by separate programs and clinical staff with little sensitivity or orientation to 
client needs which fall outside of their area of specialization. In addition, treatment frequently takes place in 
separate facilities and often at separate times in the year. This pattern has progressed undisturbed over time 
although dual diagnosis is, today, the rule rather than the exception. 

ADHS/DBHS is applying for grant resources to convene and support expert forums of mental health and 
substance abuse providers to directly discuss and confront the philosophical and service system barriers that 
perpetuate the parallel treatment model. The ADHS/DBHS seeks to develop a forum for integrating mental 
health and substance abuse treatment in a fashion that best serves the needs of dually-diagnosed adults. Products 
of the project include models for provider/network subcontracting to improve service delivery and standard of 
care guidelines addressing such areas of use of psychotropic medications (including methadone), goals of 
substance abuse treatment for psychiatric clients, use of supportive case management, and the role of relapse 
prevention and recovery supports in psychiatric populations. The grant application will be reviewed by 
SAMHSA this s umme r and the award will be made by early fall. 
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Consumer Advisory Board 

The Statewide Consumer Advisory Board for the Division of Behavioral Health Services continued to expand 
its role in providing recommendations and assistance to the Division. The sixteen member Board held eleven 
meetings with an average attendance of twelve members per meeting. The Board: 

• Planned the Fifth Annual Consumer Advisory Board’s Conference; 

• Formalized By-Law revisions and standing sub-committees; 

• Provided recommendations about legislature; 

• Attended Consumer Advisory Board Retreat 

• Gave testimony to the Legislature and the Division about the new A-typical medications 

• Participated in informational for ums in their geographical areas 

Training and Conferences 

As part of enhancing the skills of the RBHA and provider staff knowledge with respect to the treatment of 
individuals with a dual diagnosis of mental illness and substance abuse, two three-day workshops were 
conducted by the GAINS Center. The GAINS Center is a national technical assistance organization partially 
funded by SAMHSA to expand knowledge with respect to jail diversion and the treatment of individuals with 
a dual diagnosis. The first workshop was conducted on February 11-13, 1998 in Phoenix. GAINS Center 
consultants for the workshop included Patty Griffin, Ph.D., Fred Osher, M.D., and Roger Peters, Ph.D. The 
initial day of training was provided by Drs. Osher and Peters and consisted of an overview of clinical topics 
related to co-occurring disorders. The second and third days of tr aining , facilitated by Drs. Griffin and Peters, 
focused on cross-training exercises for treatment and cr iminal justice staff designed to assist workshop 
participants with applying information and treatment strategies discussed during the first day of tr aining . 
Approximately 125 persons participated in the training including community mental health and substance abuse 
administrators and service providers, jail diversion staff, jail mental health staff, behavioral health care 
administrators, staff from the local housing authority, adult probation officers, judges, public defenders, 
prosecutors, and other cr iminal justice staff. 

The second workshop was conducted on April 15-17, 1998 in Tucson. GAINS Center consultants included 
Roger Peters, Ph.D., and Roger Weiss, M.D. The format was s imil ar to the previous workshop. The first day 
of tr aining consisted of an overview of clinical topics related to co-occurring disorders, and the second and third 
days of training focused on applications to jail diversion programs. Approximately 100 persons participated 
in the tr aining , consisting of teams of individuals from each of the five RBHAs. Each team had individuals 
from service providers, adult probation officers, public defenders, prosecutors, and other criminal justice staff. 

Vocational Rehabilitation 

The development and expansion of vocational services continued to be a high priority for the Bureau for 
Persons with Serious Mental Illness. ADHS/DBHS has an InterGovemmental Agreement with the Department 
of Economic Security, Division of Rehabilitation Services Administration (ADES/RSA) in which state 
behavioral health funds are used to draw federal vocational rehabilitation funds in order to provide services for 
individuals with a serious mental illness. The IGA has been in place since July 1, 1993. Over the course of 
the IGA much has been learned about providing services to this population. In order to more effectively 
accommodate consumers with a serious mental illness, a more holistic approach to services delivery has been 
developed. This new vision has been described as a menu of services from which a consumer can choose to 
meet his individual needs. This service array is divided into three service categories: 
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£qrlv Vocational Services 

Early Vocational Services, based on the guiding principles of psychiatric rehabilitation, are integrated in the 
community, utilizing a holistic approach to assist an individual in living and working, accepting that all areas 
of an individual’s life contribute to vocational success. Early Vocational Services allow work choices in a 
supportive and flexible co mmuni ty atmosphere. The goals of Early Vocational Services include: Ensuring the 
supportive guidance, counseling, information and opportunities necessary to explore meaningful co mmunit y 
activities. Personal values and the world of work concepts are available in strengths-based, community- 
centered environments in order to assist consumers in making informed life choices. 

Fostering opportunities for consumers to develop social role identity; increased self-esteem and positively 
integrate into their co mmuni ties. Affording enviro nments and experiences that allow functional and 
interpersonal skill building; Assisting individuals in unders tanding the nature of psychiatric illness, its 
symptoms, management and associated medications: 

Nurturing the process of building (or rebuilding) life, work and career goals, and. Effectively 
working in partnership with consumers, case managers, co mmunit y rehabilitation and residential 
service providers and others as part of a clinical team, establishing strong and effective 
interdisciplinary service coordination that is responsive to the individual needs of the cons ume r 

Vocational Program Services 

Program services include basic services such as vocational counseling and guidance, assessment, restoration 
and job placement assistance. An improved and expanded array of employment and tr aining opportunities 
specifically targeting individuals with serious mental illne ss is proposed. These services are funded with a 
combination of both federal and state dollars. 

The current menu of services offered by the VR program are provided to consumers in order to achieve entry 
and stabilization in employment. Services include those provided all eligible Arizo nans with disabilities in an 
Individual Work Rehabilitation Plan including: 

Personal and social adjustment services including rehabilitation teaching services, orientation and mobility 
services, orientation and adjustment to disability and other services such as orientation to the world of work. 
Rehabilitation technology goods and services such as assessment and assistive technology services and devices. 
Physical and mental restoration services such as medical services to restore and individuals functioning (glasses, 
hearing aids, wheelchairs), Employment services such as vocational testing and career counseling, job 
development and placement assistance and employment related goods and services such as tools and equipment. 
Training/education goods and services such as GED preparation, remedial education, on-the-job tr aining 
supported employment, vocational or technical education or Post-secondary degree programs, and services such 
as bus passes and personal assistance services, readers and interpreters, designed to support an individual while 
receiving other VR services. 

Employment Support Services 

Employment Support Services are necessary to maintain employment and psychiatric stability. These services 
include numerous consumer and employer support me chanisms . The allocation of increased vocational funding 
is based on the need for additional projected extended supports as the number of individuals with SMI are 
placed in permanent employment by VR. 
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Federal Regulations for the Title VI program defines Employment Support Services (Extended Services) as an 
on-going support services and other appropriate services provided by a State agency, a private nonprofit 
organization, employer or any other appropriate resource from funds other than Title VI, after an individual 
with the most severe disabilities has made the transition from the State vocational rehabilitation support 
program These services, at a minimum , include two face-to-face consumer/job coach contacts and at least one 
employer/job coach contact per month. The successful closure of a VR case means that the employment goals 
for the current IWRP have been met. Should the consumer lose his/her current employment, an attempt is made 
by the job coach provider to secure another job for the consumer. If the consumer requires additional intensive 
services, it may be appropriate for the VR case to be re-opened or to provide VR Post Employment. Since 
these programs are not part of the Federal Vocational Program, the services require the use of 100% state 
dollars. 

Housing 

The seriously mentally ill population, which also includes persons with substance abuse and mental health 
problems constitute approximately 20% of the homeless population in Arizona. Seriously mentally ill people 
have a history of repeated high incidence of homelessness and have the highest degree of vulnerability of any 
homeless population group. Seriously mentally illness is in many cases a lifelong medical condition where 
many members of this group are unable to maintain employment to achieve self-sufficiency, and are in need 
of permanent supportive housing for long portions of their lives. 

Residential stability in independent living situations are key factors in reducing and/or eliminating homelessness 
for this population and in achieving long term control over their mental illness. In recognition of the 
importance of stable housing for homeless individuals with a serious mental illness, the Division of Behavioral 
Health has aggressively sought HUD Homeless Assistance funding and has been successful in obtaining over 
1,200 units of permanent supportive housing that has permanently removed over 1,200 homeless people from 
the streets and shelters of Arizona. As partners, ADHS/DBHS, the Department of Commerce and the Regional 
Behavioral Health Authorities have been the single most active and successful group in obtaining HUD funding 
for the homeless and have been responsible for much of the reduction in the street homeless population. 

Initially these funds were obtained through an application process whereby the RBHA applied directly to HUD 
in W ashing ton, DC for funds. Funding for the Shelter + Care program was ideal funding mechanism because 
for every dollar in services the RBHA provided, HUD matched those funds dollar for dollar with housing 
dollars. However, Shelter + Care funds have only a five-year duration, and at the end of the grant period, 
application for renewal funds must occur. An additional complication to the renewal process is that HUD has 
changed the rules for obtaining Shelter + Care funds, and now every agency that receives HUD Homeless 
Housing funds must apply for funds through a local Continuum of Care process whereby all service providers 
compete locally for funds. A citizen review panel (called the Continuum of Care) prioritizes the funding 
applications and makes recommendations to HUD for funding. In Maricopa County, the Continuum of Care 
process is controlled by Phoenix, Mesa and Maricopa County. The local Continuum of Care process strongly 
resists giving high priority to SMI housing projects due to their large size, which compete with other needed 
homeless projects, and to a prevalent belief that it is the State's responsibility to provide housing services for 
all persons with serious mental illness. 
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On June 30, 2000, 414 units of the HUD Shelter + Care housing units will expire unless they are renewed 
through the Continuum of Care process. If these units were renewed for a full five-year period of time, the 
grant award would be more than $11 million. In 2001, an additional 325 units of housing that receive HUD 
Shelter + Care units will expire. Under the current HUD rules, all Shelter + Care renewals must be for five 
years. Since HUD has changed the application process, Maricopa County has received an average of $8 million 
per year in funding over the past two years. Since FY95 the level of HUD funding for Maricopa County 
Continuum of Care has decreased from approximately $15.5 million in federal FY95, to $14.3 million in FY96, 
to $8.5 million in FY97, and to $8 milli on in FY98. The competition for HUD funding during the Continuum 
of Care process which begins in April of 1999 will be fierce and it is highly likely that at least 300 units 
dedicated to the seriously mentally ill will not be refunded. 

This impending problem has received significant attention during the past two years by ADHS/BHS, ADOC 
and the Maricopa County RBHA. The following strategies are currently either in place or recommended to deal 
with the impending problem. These strategies have been developed in collaboration with the Arizona 
Department of Commerce, Arizona Department of Health/Division of Behavior Health, HUD, ValueOptions, 
the Regional Behavioral Health Authority for Maricopa County and other significant stakeholders. 

STRATEGIES 

Immediate: 

► Aggressively pursue renewal funding for two (2) Shelter Plus Care projects administered by Commerce 
and five (5) Supportive Housing projects administered through the mental health RBHA system through 
the Continuum of Care. The applications for this years Continuum of Care process are due in early 
April. Several preparatory meetings have already taken place. 

► Aggressively pursue Congressional change in the Shelter Plus Care statute to reduce the 5 year funding 
requirement. The is being pursued by the Arizona delegation but is unlikely to be available for this 
year’s funding round which began February 26, 1999. 

► Develop a harm reduction program through occupancy management control so that as few persons as 
possible will lose their housing if HUD funding is not obtained. The plan is currently being developed. 
The plan is based on a “worst case scenario”. Even in this case we believe that no one will be 
removed from their current housing. The downside is that no new housing will be available. As tenants 
leave or are evicted, the unit will not be refilled. 

► Expand the Supported Independent Living program. This a transitional housing program provides 
housing and support for individuals who require “medically necessary” housing due to their psychiatric 
stability. ValueOptions is currently working on a procedure to eliminate the waiting list for this 
program. Since this is a transitional program it is not equivalent to the HUD Shelter + Care program. 

► Work with the local Continuum of Care process to explain the great need for continuation of these 
housing programs and encourage a priority ranking process that treats renewal projects as a priority. 
Numerous efforts have already been made in this area by ADHS/DBHS, ADOC and ValueOptions. 
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► Request f unding in budget to preserve the SMI housing if HUD funding is not obtained. 
Administrative steps have been taken to extend existing funding as long as possible. Including 
ADHS/BHS, Commerce and RBHA administered projects the annualized funding requirements in 
Maricopa County are: 

FY 2000-2001 $3,082,000 (519 units) 

FY 2001-2002 $5,575,000 (844 units) 

► Continue to develop a funding framework that would accommodate joint funding to replace HUD 
funded units. City, county and state dollars would be used if they can be made available. This would 
allow the community to develop housing units that do not have all of the HUD restrictions. 

► In the past few weeks, senior HUD Phoenix staff including Terry Goddard and Rebecca Flanagan, 
Senior Community Builders, Steve Sachs and Marty Mitchell of the Co mmu n it y Pla nnin g and 
Development staff, along with community builder fellows have met with key players from the City of 
Phoenix (including Mayor Rimsza and City Manager Frank Fairbanks), Maricopa County, and the 
State of Arizona (including Mike Bilkecki, Jackie Vieh, and Steve Copobres) as part of the annual 
HUD consultations. A good portion of each meeting focused on the continuum of care situation. 
There was considerable feedback from each of the parties about the need for on-going discussion 
among all parties concerned and a request for HUD to take the lead with initiating this discussion. As 
a follow-up step, HUD has offered to facilitate a high level meeting of representatives from the State, 
Maricopa County, and all the valley municipalities. Each of the parties have a variety of potential 
funding sources, including other HUD program funds such as CDBG, Section 8, and HOME, that 
could be used as strategies to address the homeless issue. 

Long term: 

► Section 8 

Section 8 is a program adminis tered by HUD, but funded with resources other than the Shelter + Care 
program, that provides rental assistance to homeless individuals. The Department of Commerce and 
HUD estimate that over 1000 seriously mentally ill class members have obtained Section 8 housing 
through this process. In addition, ComCare, ADHS and ADOC recently assisted the City of Mesa for 
a successful application for 100 Section 8 certificates. This approach was replicated with the City of 
Phoenix for an additional 120 Section 8 certificates. In return for our assistance a number of units are 
dedicated to the seriously mentally ill population. This program can be expanded to other co mmunit ies 
in Maricopa County. It is anticipated that HUD will be providing additional Section 8 certificates for 
special needs pop ulati ons, including ValueOptions enrolled consumers. While these units are not 
controlled by the Behavioral Health system, they are available for members in the system. 

► Low Income Housing Tax Credits (LIHTC): 

E a ch year the ADOC administers the LIHTC housing development program. This year the ADOC has 
adjusted priorities and project evaluation criteria to provide significant advantage to LIHTC housing 
projects that serve special needs populations including SMI. Since tax credits fund approximately 50 
to 60 percent of any project, additional funds (i.e. CDBG or HOME) could be designated as matching 
funds for housing that is developed for SMI tenants. During the upcoming five year HUD 
Consolidated Planning process, the Housing Manager will advocate for federal funds to be used in this 
manner. The Cities of Phoenix and Mesa, Maricopa County and the State of Arizona prepare 
consolidated Plans. Each of these entities will be contacted. 






► Tax Exempt Bonds: 

Nonprofit corporations can sell bonds to investors to raise equity to develop affordable housing. 
Generally speaking, feasibility of projects using this type of financing are for new construction or 
acquisition and rehabilitation of housing that costs between $5 and $10 million. A portion of the units 
(not to exceed twenty-five percent of the total complex) could be reserved for designated RBHA 
enrollees. Also, tax exempt bonds do not usually require the layering or leveraging of several sources 
of funds in order to capitalize the project. 

► ADHS/ADOC/ADES Joint Venture - Supportive Housing Demonstration Program 

The above state agencies in association with non-profit housing developers are creating a pilot program 
to build or rehabilitate permanent units for homeless persons with serious mental illness, TANF 
recipients, and low-income individuals and families. Housing and services will be provided as needed 
for the mix of populations and incomes living at a specific site. LIHTCs or Tax Exempt Bonds would 
provide primary funding for the acquisition/rehabilitation or new construction. Additional federal 
funds (CDBG, HOME and Section 8) Federal Home Loan Bank Affordable Housing Program (AHP) 
funds, state resources (Housing Trust Fund) and philanthropic resources may also be used. 

► Section 811 

HUD provides funding to nonprofit entities to develop housing for persons with disabilities. Long term 
direct loans with low interest rates are provided to the non-profit agency to develop the housing and 
Section 8 rental subsidy is provided for all of the units that assist persons with disabilities. This 
funding source has not been a part of any comprehensive housing strategy, but Mercy Housing and 
Toby House have used this funding source to develop 75 units during the last five to six years. 
Funding is usually limited to approximately 25 units per year per funding cycle for our geographic 
area. 

► Conversion of Tenant-Based to Project-Based Section 8 Vouchers 

The current system is built around a preponderance of tenant-based leases. In this system, a rental 
voucher for an SMI consumer is used to obtain housing in a commercial apartment or housing complex. 
Another option, project-based housing, provides assistance to a particular set of apartments or housing 
units that are permanently set aside for a specific population. Section 8 vouchers can be used in either 
setting. If the vouchers are project based they provide an on-going rental subsidy to a housing complex 
and preserve and dedicate housing units for SMI tenants. 

These are funding strategies ADHS, ADOC and ValueOptions have been developing in conjunction 
with our other stakeholders in order to meet the housing needs of our customers. Collaboration among 
units of state and local government, the court, consumers and the RBHA are needed in order to 
succeed. 

Bureau Of Children’s Services 

The mission of the Bureau of Children’s Services is to support and monitor a statewide system for the delivery 
of comprehensive community-based behavioral health services for all of Arizona’s children and adolescents. 

In 1988, Arizona enacted landmark legislation mandating the development and delivery of a comprehensive 
co ntinuum of coordinated behavioral health care for children. Previously these services had been provided by 
different agencies according to individual mandates addressing specific populations of children. A.R.S. 36- 
3431, et. seq. requires interdepartmental collaboration for a single system to address the behavioral health needs 
of all Arizona children. DBHS was designated the lead agency for the development of this children’s system. 
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During the past year the Bureau of Children’s services, in partnership with other agencies that serve children, 
was involved in the implementation of two major projects to coordinate services to children. 

Single Purchase Of Care 

The third year of SPOC Phase I implementation has begun. In response to a third interagency Request For 
Proposals, 87 sealed new offers and over 320 renewals were accepted and approved for twenty-two behavioral 
health services during March, 1997. Serving the needs of more than 25,000 children in Arizona, this 
coordinated purchase of care system was collaboratively designed for participating state agencies to use jointly 
when obtaining necessary treatment for their specific populations. The joint process enables the participating 
agencies to collaborate on new programs and services and to collectively negotiate with providers. 

One of SPOC’s goals was to address the needs of behavioral health service providers who formerly bad to 
respond to multiple requests from each agency and to keep track of multiple contracts, including billing multiple 
rates for these services. Under SPOC contracts, providers establish a single rate per service and no longer have 
to enter into separate contracts with each agency. 

The SPOC Team, consisting of one representative from each of the participating state agencies, coordinates the 
statewide contracting process, including local needs assessment and monitoring, through Local Teams. 

Activities in SPOC Phase I included: 

• development of standard behavioral health service specifications for the State’s taxonomy; 

• establishment of statewide training of processes for consistent review, evaluation and negotiation of 
offers by Local Teams, which include representation by each participating state agency; 

• development of tools and processes for joint monitoring statewide by Local Teams, including each 
participating state agency, according to utilization of provider; 

• coordination of consistent statewide contract compliance review by Local Teams; 

• establishment of survey documents for providers and other stakeholders and performance of evaluation 
for SPOC Phase I, including assessing financial impact; 

• compilation and distribution of an annual SPOC Resource Directory which includes contract 
information such as services offered, rates, staff, targeted populations, agency locations, telephone and 
facsimile numbers and contact persons. 

Effective July 1, 1998, over 350 SPOC contracts were in effect with a wide variety of providers across the 
state. Local Teams have reported increased co mmuni cation, more shared interests, deeper unders tanding of 
their separate agencies’ programs and improved networking. 

Interagency Case Management Projects 

Interagency Case Management Projects (ICMPs) are fully implemented in Maricopa and Mohave Counties. 
The five-year pilot projects are designed to reduce the duplication of case management services for children 
and families currently served by multiple agencies. The purpose of ICMP is to centralize, coordinate, and 
manage the utilization of publicly administered services, and funds for state agencies serving chil dren The 
Maricopa and Mohave ICP Projects differ in structure, but have the same key goals: 

• Serve children with multiple needs which c anno t be met though existing collaborative efforts; 

• Demonstrate that a cooperative, collaborative effort can be achieved between State agencies; 

• Develop an effective, efficient coordinated service delivery system; 

• Ensure families and children receive appropriate and timely assessment and services; 

• Improve the cost effectiveness of the service delivery system; and, 

• Recommend ways to streamline a dmini strative processes across agencies. 
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Both projects are in their third year of implementation. As of July 1, 1998, the Maricopa County ICMP has 
provided multi-agency case management services to a total of 173 children, and the Mohave County ICMP has 
provided Multi-Agency Team (MAT) services to a total of 72-multi-agency children. The number of referrals 
to the project continues to increase steadily, as school personnel and agency case managers become more 
familiar with the project. One hundred and seven (107) multi-agency children and their families are currently 
being served through the Maricopa ICMP. Sixty-three (63), or 60% of these children are considered to be 
seriously emotionally disturbed (SED). The Mohave ICMP currently serves 34 multi-agency children, with 
21, or 62% of these children being SED. 

A comprehensive, multi-year evaluation of the Maricopa ICMP has been in progress for the past year. An 
interim process report, recently released by the contracted program evaluators, shows that the project appears 
to be moving towards its intended goals. An evaluation of the Mohave County ICMP is expected to be initiated 
with the next year. The Mohave Oversight Committee, an interagency committee which provides local 
oversight and direction to the project, has concentrated its efforts on expanding agency staff in the 
“wraparound” philosophy of service provision. These efforts will continue during the next year through further 
training and implementation strategies. 

The ICMP Case Management Work Group, an interagency work group responsible for providing te chni cal 
expertise and guidance for the operation of the ICMP projects, continue to work on implementation issues 
encountered by the projects. Major issues raised included duplicative paperwork requirements when a child’s 
case is open to multiple agencies; numerous and duplicative case staffing requirements when a child’s case is 
open to multiple agencies; and incompatible data systems maintained by each agency, precluding the 
development of a comprehensive database on multi-agency children, and causing duplication in data entry. 
Interagency subcommittees are currently addressing many of these issues, while others are being addressed by 
The Case Management Work Group, responsible for ongoing imple me ntation of the project. 

Other significant accomplishments include the development of Interagency Cost-Sharing Guidelines developed 
to streamline the process of cost sharing for services between agencies, and the development of a comprehensive 
service plan to satisfy case planning requirements for all involved state agencies. A contracted evaluator is 
currently working on a comprehensive, multi-year evaluation of the project. Issues that r emain to be resolved 
include duplicative paperwork and data entry requirements, and the lack of a single database to collect 
information on the multi-agency children served by the project. 

Staff from the Bureau of Children’s Services also participated in a number of additional efforts to improve the 
system, including: 

• Continued participation in an interagency effort to provide liaison for Expert Review to comply with 
the Court’s stipulation in the J. K. Case to evaluate the State’s behavioral health system to dete rmine 
if Title XIX children and adolescents are receiving adequate behavioral health services. Outside 
reviewers from other states and local reviewers are ex amining cases, and conducting interviews with 
parents, case managers, providers, state agency personnel, advocates and other stakeholders to obtain 
data for reports due later this year. Early feedback on the results include reco mmendati ons for 
improving the overall system. 

• Continued participation in an interagency task force addressing infant mental health services. The 
development of a multi-disciplinary screening tool for early identification of behavioral health problems 
in infants and toddlers continues to be this group’s primary focus. 
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• Initiating collaboration with ADJC on the development of a new process for expediting referrals into 
behavioral health services for youth being discharged from correctional institutions. The 
Intergovernmental Agreement between ADJC and ADHS will be revised to accommodate these changes. 

• Collaboration with the Administrative Office of the State Supreme Courts in improving the care of 
children whose competency to stand trial is in question. An interagency team has been assembled to 
work on specific issues addressing restoration of these children and adolescents to competency in 
settings other than inpatient & residential treatment centers. The final outcome will involve new policies 
addressing these children’s needs under an IGA. 

• Coordination and provision of training and technical assistance to Tribal RBHAs designed to assist them 
in performing the various duties required under our Interagency Agreement with each tribe. 

• Development of policies, in conjunction with the State Medicaid Agency, to implement provisions of 
the new Title XXI, children’s health care benefits, called KidsCare in Arizona. Mental Health benefits 
under this program are parallel to coverage offered under a state employee package. 

Bureau For Substance Abuse 
And General Mental Health Services 

► Treatment Outcome Prospective Pilot Study, The “TOPPS Project” started on August 3,1998 and will 
run through September 30, 1999. It is a prospective study of patient outcomes among adults 
participating in substance abuse treatment. 

► TOPPS n, Arizona was one of 19 states selected to participate in the study. A $1.6 million 3 year 
agreement with the Center For Substance Abuse Treatment to develop performance measures was 
awarded to the Bureau. The information will be permanently included in the evaluation system. This 
includes a cost offset study for substance abuse that impacts hospitalizations and child welfare. 

► Correctional Officer/Offender Liaison (COOL) program was established to better serve the substance 
abuse treatment and behavioral health service needs of high-risk offenders on parole from the Arizona 
Department of Corrections. The COOL Program, through an ISA between ADHS and ADC, is 
currently serving 2,000 DOC clients this year. There have been five regional COOL meetings 
throughout the State. 

► The Bureau of Substance abuse and General Mental Health and the Maricopa County Adult Probation 
department brought in various nationally recognized specialists to speak on women’s issues in February 
at the CSAT Women’s Network Treatment Summit. 

► The Arizona Substance Abuse Treatment Needs Assessment Study (AZNASI) was completed and 
generated seven reports on various aspects of substance abuse prevalence in the state. The populations 
include: adult, juvenile arrestees, general household population, and three Tribal Nations. The Bureau 
was recently awarded a new contract to continue the study for the next three years. 

► The Governor will release the Strategic Plan for Substance Abuse Prevention and Treatment in January. 

► The Bureau conducted an evaluation on the effects of the Social Model Detoxification in Page and Yuma 
Arizona. The two successful pilot sites were funded by the Tobacco Tax. 

► Tri-annual Audit of Substance Abuse Prevention and Treatment Block Grant 

► The Bureau participated in a major Federal Block Grant Audit, viewing $18.5 million in Federal 
resources for fiscal compliance. All requirements were met. 
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► The Bureau staffed the oversight committee on Perinatal Substance Abuse which is comprised of 16 
representatives of the State Agencies and community based organizations involved in prevention and 
treatment services for pregnant substance abusers. They produced a report on model strategies for 
delivering of integrated prenatal obstetrics, social, and behavioral health services. The committee was 
re-authorized during 1998 Legislative Session for 2 more years. 

► The Women’s Treatment Services and Supervision Network created a diversion project for women 
offenders providing them with treatment instead of incarceration. This program will expand in the 
coming year, assists female offenders with job and social needs. 

► BSAGMH hosted the National Institution on Drug Abuse International Community Epidemiology 
Workgroup with representatives from twenty-seven cities and five foreign countries conducting research 
on substance abuse. 

► BSAGMH hosted a Community S eminar on Acupuncture and use with Substance Abusers followed by 
a demonstration tr aining for Regional Behavioral Health Authority Medical Directors. 

► The BSAGMH coordinated with the Department of Corrections’ cross-training on substance abuse 
treatment with DOC staff and our Community Providers. 

► BSAGMH in collaboration with BSMI hosted two regional GAINS Center Training/ workshops in 
Tucson and Phoenix. The National GAINS Center, DBHS, and the RBHA’s discussed co-occurring 
mental illness and substance abuse in regards to offenders. 

► BSAGMH staff served on Ad-Hoc committee for Child Protective Services and assisted DES in 
establishing expedited substance abuse treatment for parents whose children are in DES custody. 

► BSAGMH assisted in Tucson Roll out of the National Youth Anti-Drug Media Campaign sponsored by 
the White House Office of National Drug Control Policy. 

► In September the Bureau launched a Substance Abuse Recovery Campaign with Governor Hull 
proc laiming the month “Arizona Alcohol Drug and Addition Recovery Month”. The campaign 
celebrated treatment initiatives in Arizona, as well as reco gnizing the thousands of health professionals 
who have dedicated their life to freeing others of their addiction. Currently there are more than 
200,000 Arizonans currently suffering from drug and or alcohol addiction. 

Office of_the Medical Director 

The Office of the Medical Director (OMD) works closely with RBHA Medical Directors to establish guidelines 
for treatment services and quality of care throughout the State. The Office of the Medical Director also chairs 
a multi-disciplinary committee of clinicians from other State agencies, RBHAs, and providers to develop service 
pl anning guidelines. 

This year the integrated Client Enrollment, Disenrollment, and Assessment Reporting System (CEDAR) was 
initiated. In addition to eliminating numerous paper forms required in the client record, this system will allow 
ADHS/DBHS and the RBHAs to more closely track client demographics, clinical characteristics, services and 
outcomes. 
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Office of Grievance and Appeals 

The ADHS/DBHS grievance and appeal system provides for the resolution of disputes initiated by behavioral 
health consumers, subcontractors, providers, and non-contracting providers. Disputes are initiated as a result 
of an adverse action or decision including, but not limited to, treatment issues, rights violations, and non¬ 
payment for services. 

ADHS/DBHS maintains responsibility for the administrative oversight of the RBHA and ASH grievance and 
appeal system, as well as the review of cases appealed from the RBHA to DBHS. DBHS also investigates cases 
involving adult persons who are seriously mentally ill which involve allegations of physical and/or sexual 
abuse, mortality and other conditions requiring investigation that involve adult members who are seriously 
mentally ill. 

Grievance and appeal processes are implemented in accordance with Arizona State Statute, Arizona 
Administrative Code, federal regulations from the Health Care Financing A dminis tration, and the AHCCCS 
Mental Health Policy Manual. 

The Office Manager maintains responsibility for reviewing complaints that rise to the Division level as a result 
of an appeal or which require investigation by DBHS staff; providing recommendations for decision to the 
Assistant Director; the provision of technical assistance to the RBHAs, ASH, other state agencies, and ADHS 
staff; consultation and technical assistance to DBHS investigators; coordination of activities with other ADHS 
Divisions (e.g. Assurance and Health Care Licensure, Administrative Counsel, Internal Audit); policy and 
procedure development; RBHA site visits; and reporting of grievance and appeal data that reflects the operation 
of the statewide grievance and appeal system. 

Other office staff process cases, prepare reports, respond to public information requests, coordinate 
investigation assignments, maintain the public log and other required data, schedule informal conferences at 
the DBHS level and coordinate fair hearings, prepare documents and correspondence. 

During the past fiscal year, reviews of all RBHA grievance and appeal systems have occurred. DBHS continues 
to refine the grievance and appeal data base and automation of report formats to improve its system for tracking 
and trending information and ensuring compliance with applicable policies and procedures. 

Bureau of Quality Management and EycJuation 

This year the Bureau of Managed Care and Quality Assurance was reorganized into the Bureau of Quality 
Management (BQME). The newly constituted BQME will provide active leadership within the DBHS for the 
oversight and monitoring of the behavioral health service delivery system in Arizona. In this capacity the 
BQME will perform and/or assist wifli qualitative and quantitative data collection, analysis and display; research 
and evaluation; and data system enhancements. 

To improve the monitoring and oversight process of DBHS, several enhancements to the Annual RBHA 
Operational/Financial Review Guide were planned in FY 98 and was implemented in the fall of FY 98. Among 
improvements made to the Guide are the inclusion of: 

• coding of each standard and substandard 

• scoring mechanisms for each standard and substandard 

• quality and utilization review data specific to each RBHA’s performance 

• a list of documents which RBHAs must make available at the time of the review 
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• monitoring matrix for contract deliverables 

• a standardized set of questions with references to contract and policy 

• a written report protocol with definitions for ratings and recommendations 

A consolidated set of performance measures was drafted in the Spring of FY 98. The performance measures 
were sent out for public comment to consumer agencies, RBHAs, the JLBC, the Court Monitor, the ADHS 
Office of Strategic Planning, the Arizona State Hospital, and the Association of Behavioral Health Programs. 
In FY 99 the consolidated set of performance measures will be finaliz ed and implemented. The performance 
measures were based on the ADHS/DBHS Strategic Plan goals and objectives. An exhaustive review of 
performance measure literature and publications was conducted in order to include measures recommended by 
multiple sources as well as those judged to be meaningful and useful by providers, managed care or ganizatio ns, 
consumers and family members. 

The BQME is committed to using the data we have in our Client Information System (CIS) and stand alone 
databases to inform management of performance and trends. This year the BQME conducted ad hoc research 
activities into the CIS database include profiling populations, diagnoses, bench marking prevalence rates by 
DSM diagnosis, and an analysis by program of client cost. This data will be used to inform the consolidated 
set of performance measures. 

The Annual Statewide Client Satisfaction Survey was conducted in FY 98. The results are available both 
statewide and regionally. See the attached charts. 

Each year ADHS/DBHS conducts a satisfaction survey in the Pinal Gila Regional Behavioral Health Authority 
region that is funded through a special line item appropriation. The survey is known as the Pilot Incentive 
Program. The incentive program makes possible the assessment of Client, Provider and Customer Satisfaction. 
Both satisfaction and excellence scores are calculated for the Client, Provider, and Customer surveys. See the 
attached graph. 

This year a database was developed to track and trend mortality rates within the population of adults with a 
serious mental illness. Data has been organized to display the mortality rates statewide and by region, rural 
vs urban mortality rates, age at death information, and cause of death information. See attached graphs and 
charts. The BQME initiated research efforts comparing mortality rates for the population of adults with serious 
mental illness to the general state population. 

Utilization review continued through the BQME for the Tribal RBHAs. Authorization of inpatient, residential, 
and non-emergency transportation services continues through the Utilization Review Nurse. Planning for the 
direct billing by Tribal RBHAs to AHCCCS for 638 provider services is almo st complete. The direct billing 
will enable the Tribal RBHAs to enter enrollments, assessments, and service requests on-line. The Utilization 
Review Nurse will review the information on-line, authorize or decline services, then the information will be 
submitted electronically to AHCCCS. Once received, AHCCCS will match the electronic service authorization 
to the claims received in order to adjudicate the claim and pay the Tribal RBHA and/or provider. 

Information regarding the use of Clozaril by adults with a serious mental illness continued to be collected, 
trended, analyzed and reported by the BQME this year. The DBHS Medical Director and RBHA Medical 
Directors monitor the efficacy of Clozaril through the data provided in the reports. In FY99 the BQME 
anticipates automating the reports. 
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AHCCCS and ADHS/DBHS met consistently throughout the Spring and Summer of FY 98 in order to redesign 
the Quarterly Quality Management and Practice Pattern measures, data specifications, and report format. The 
RBHA QM Coordinators were asked for input into the proposed changes to the measures and the report fo rmat 
It is anticipated that this work will be completed by 10/01/98. 

ADHS/DBHS intends to continue efforts to streamline the Quality of Care Case File Review Instrument Version 
15.0. The RBHA QM Coordinators, AHCCCS, ADHS/DBHS program offices and Medical Director, and the 
DES/DDD Office of Managed Care have identified their twenty-five most salient questions w ithin the existing 
Case File Review instrument. In FY 99 an analysis of the instrument will result in reducing the number of 
questions, increasing the sample size, and focusing the review on assessments and outcome of treatment and 
services. 

The Client Enrollment, Disenrollment and Assessment Reporting System (CEDAR) was developed and 
designed over the course of two years to augment the Division’s ability to collect, analyze, and use functional 
and health outcome as well as clinical client data. The CEDAR System was implemented effective January 11, 
1999. It was built with client serve technology using Oracle. The Division will use the client clinical, 
functional and demographic data to profile the people who receive behavioral health services in Arizona, project 
need for services based on utilization trends, project costs for services, and assess the health status and 
functional outcome of clients. The Division has implemented 58 key performance measures in the domains of 
Excellent Service, Person Centered System, Effective Service, Collaborative Partnerships, Self Sufficiency, 
and System Improvement most of which use data collected in the CEDAR system to gauge improvements. The 
Division expects to begin routine report production using CEDAR and CIS data in June 1999. 

Office for Prevention 

The Office for Prevention (OFP) was established to provide multiple prevention strategies to target population 
of Arizonans who are at risk for developing behavioral health problems. This program area responds in part, 
to legislation which established the children’s funding category. Twenty percent of the children’s behavioral 
health allocation is designated for prevention services and progr amming In addition, the federal Substance 
Abuse Block Grant contains specific set-aside funding for prevention services. 

Prevention is defined as “a process of creating conditions and circumstances within the environment that 
enhances the opportunities for all citizens to be healthy, productive members of the co mmunit y ” It is also 
defined as a “proactive process which empowers individuals and systems to meet the challenges of life events 
and transitions by creating and reinforcing conditions that promote healthy behaviors and lifestyles.” 

OFP provides leadership to the prevention field in Arizona by acting as liaison to the U.S. Center for Substance 
Abuse Prevention, The Southwest Prevention Center, The National Prevention Network, and the National 
Center for the Advancement of Prevention. State of the art prevention and technology obtained through these 
resources are provided to the field through consultation, technical assistance, and specialized tr aining and 
seminars. OFP develops initiatives and sets statewide direction for the application and advancement of state 
of the art prevention programs and practices. 

OFP staff work cooperatively with community groups to develop and deliver training on specific topics; to 
address statewide issues related to prevention; and to provide technical assistance in the development of new 
programs and services. 

Arizona Mexico Border Initiative - This $400,000 grant funds culturally competent prevention progr ams across 
communities along the Arizona Mexico border. 
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State Prevention Needs Assessment - A family of studies which will identify risk and protective factors for 
behavioral health disorders by geographic areas. Results of these studies will assist the State in targeting and 
focusing further on prevention programs. The grant is for $900,000. 

State Incentive Grant - BFP is a partner in this 3 milli on dollar grant. It is directed by the Governor’s Office 
and supports effective research based prevention programs and coordination of resources. 

Bureau of Planning & Council Support 

The Bureau of Planning and Council Support’s (BPCS) achievements for FY98 include: 

► Development and revision of DBHS Policy and Procedures. An ongoing DBHS Policy Workgroup 
was established to oversee the policy development and revision process. The workgroup consisting 
of the Deputy Assistant Director, Medical Director and DBHS Bureau Chiefs, now meet semi-monthly 
to review and revise all current policies required to operate the behavioral health system as well as 
write and develop new policies as needed and/or required. This systematic approach has provided 
DBHS the ability to keep policies current and accurate. 

► The Bureau of Planning and Council Support continue to staff and provide technical assistance to the 
various Advisory Councils which include: 

► Children’s Behavioral Health Council, 

► Behavioral Health Pl annin g Council, 

► Council on Offenders with Mental Impairments, and, 

► Behavioral Health and Aging Council. 

The Councils 

The Children’s Behavioral Health Council: 

The Children’s Behavioral Health Council developed and provided recommendations for improving the 
system of care to the Governor and Legislature. It also actively supports the network of local children’s 
councils throughout Arizona, which are a valuable component of the entire system of care. 

The Behavioral Health Planmng CouncU: 

The Behavioral Health Planning Council is an advisory body to ADHS/DBHS in the development and 
implementation of the Mental Health Plan. The Council sent a letter recommending modifications of the 
Mental Health Plan to the Governor as part of the plan. 

The Council on Offenders with. Mental Impairments: 

The Council on Offenders with Mental Impairments has implemented many of its recommendations. One 
example is the improvement and implementation (in Maricopa, and Pima County) of a nationally 
recognized electronic data sharing system between the criminal justice system and the behavioral health 
system. The Council participated in the development and support of an application for a Federal research 
grant to study the effectiveness of various diversion programs for the mentally impaired offender and 
continues to act in an advisory capacity. 

The Behavioral Health and Aging Coalition: 

The Behavioral Health and Aging Coalition through extensive community involvement is now addressing 
ways to secure new programs that will meet the needs of people who are elderly and in need of behavioral 
health treatment. During FY 1998, the Coalition was able to assist in developing proposed legislation 
that, if passed, will fund a statewide “Gatekeeper” program to serve the behavioral health needs of people 
who are elderly. 
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Grant Management 

The Mental Health Block Grants 

This provides approximately $4.8 million a year to Arizona for SMI Adults and SED Children. The Block 
Grant dollars are distributed on a per capita basis to the RBHA system for services provided to these 
populations. The Block Grant requires the annual submission of the Mental Health Plan which is reviewed by 
the Federal reviewers for compliance to the law. Each State Plan must be approved before their Block Grant 
dollars are appropriated. 

Center for Mental Health Services Grant: 

Arizona was awarded a grant by the Center for Mental Health Services to field test a unif orm set of 
performance indicators that build upon previous work in the mental health field to develop comparable data for 
state mental health systems using a uniform set of performance and outcome measures. Arizona received a 
three year grant, at $100,000 per year for the Feasibility study. 

Annual Tobacco Tax Evaluation 

The Annual Tobacco Tax Evaluation was a three-year evaluation report which was submitted to the Legislature, 
detailing the major outcomes of the Tobacco Tax funded behavioral health programs. 

Interagency planning and special projects 

► Coordinated with the Federal Emergency Management Agency (FEMA), and Metropolitan Medical 
Strike Team to develop a crisis and emergency response plan for the State. 

► Coordinated with the Bureau of Substance Abuse and General Mental Health, and the Governor’s 
Office in the “National Substance Abuse and Alcohol Recovery Month” campaign. 

► DBHS “Guide to Services” booklet detailing behavioral health services, terms and places to contact 
for assistance, was updated and rewritten by the Bureau of P lannin g and Council Support. 

INVOLVEMENT OF KEY STAKEHOLDERS & 

LEGISLATIVE COUNCILS 

ADHS/DBHS has a valuable resource in the various advisory bodies which have been established, either 
through state or federal mandate, to provide guidance in the planning, implementation and provision of 
behavioral health services. DBHS provides staff support to each of the councils and their various committees. 

The Arizona Behavioral Health Planning Council, established through Public Law 99-660 and its subsequent 
amendments, is charged with the responsibility for reviewing, monitoring and evaluating the adequacy of 
behavioral health services in Arizona, and serving as an advocate for adults who suffer from serious mental 
illness and children who are seriously emotionally disturbed, as well as individuals needing other behavioral 
health services. The Council consists of 30 members, representing urban and rural areas and reservations, 
including representation from the provider co mmuni ty, consumers and family members, and representatives 
of other state agencies. 

The Children's Behavioral Health Council was established pursuant to Arizona Revised Statutes, 36-3421-22, 
to oversee the development of a single, comprehensive, coordinated co ntinuum of services for children. There 
are 21 members of the Children's Council who are appointed by the Governor, the President of the Senate, and 
the Speaker of the House of Representatives. Representatives from each of the state agencies serving chil dren 
is represented on the Council, which meets monthly. 
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In 1992, the Arizona Legislature created the Council on Offenders with Mental Impairments. This Council is 
charged with deter minin g the status of offenders with mental illness, mental retardation, and developmental 
disabilities within the State's criminal justice system to identify the services needed by those offenders. The 
Council meets monthly at various behavioral health and correctional sites statewide assessing treatment needs 
and services for the mentally impaired offenders. 

The DBHS Assistant Director meets regularly with each of the Councils. Additionally, he holds quarterly 
meetings with the Council Chairs to discuss issues of mutual interest and to review the planning and budgeting 
processes. 

In addition to the involvement with these Councils, DBHS also actively seeks input from, and supports, the 
activities of consumer and family groups. The Office for the Seriously Mentally Ill established a Consumer 
Advisory Board, with membership representing every county in the state, as well as the on-reservation 
American Indian population. The Consumer Advisory Board ensures that the voice of consumers is heard by 
DBHS as it develops policy, plans for services, and advocates for funding from the Legislature. DBHS also 
works closely with the Arizona Alliance for the Mentally Ill, the Alliance for the Mentally Ill of Southern 
Arizona, and MKID - Mentally Ill Kids in Distress, the support group for parents of children with mental 
illness. DBHS provides funding support for conferences to send consumers and family members fo national 
conferences and workshops, and to produce/acquire educational materials. DBHS also works with the Mental 
Health Association, the Northern Arizona Area Health Education Center, and other groups to co-sponsor annual 
conferences and institutes which are attended by both behavioral health professionals and administrators, and 
by families and consumers. 

DBHS also coordinates with, and seeks input from, the RBHAs and providers. The Assistant Director meets 
monthly with the RBHA Directors to discuss policy and budget issues and resolve administrative matters. Both 
the Assistant Director, and the Deputy Assistant Director, and members of the Management Team meet 
regularly with the Association of Behavioral Health Providers and the Arizona Council of Centers for Children 
and Adults to ensure effective communication in matters of policy, funding, or administrative issues. 

WHAT’S ON THE HORIZON FOR THE 
DIVISION OF BEHAVIORAL HEALTH SERVICES? 

One of the most exciting challenges taking place for DBHS is the development of the KidsCare Program. 
DBHS took an active part in the implementation of KidsCare, Arizona's Children's Health Insurance Program 
The KidsCare benefit package is richer than that of the children who do not qualify for KidsCare or AHCCCS. 
In the coming year we will work with the RBHAs on outreach plans that encourage eligible families to enroll 
their children into the program so that they may take advantage of the services available to them. 

DBHS will continue to implement the requirements of the Exit Criteria to bring closure to the Arnold vs. ADHS 
lawsuit. DBHS will continue to work with the Court Monitor and the Regional Behavioral Health Authority 
in Maricopa County to meet the stipulations of the lawsuit. DBHS will be focusing primarily in the areas of 
co-occurring substance abuse and serious mental illness, vocational services, housing and rule com pliant A 
comprehensive service gap analysis will also be undertaken. 

DBHS will be actively engaged in improving the system of care for children in the upco ming year. Based on 
a stay of litigation in the J.K. lawsuit, an action plan has been developed to focus our efforts. The emphasis 
for next year will be psychiatric prescribing practices, assessment, integration and coordination of care for 
children served by multiple agencies, measurement of results and service gap identification. 
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FISCAL YEAR 1997-1998 

OVERVIEW BY CHIEF EXECUTIVE OFFICER/SUPERINTENDENT 

The Arizona State Hospital is a component of the statewide continuum of behavioral health services provided the 
residents of Arizona. As part of Behavioral Health Services, Arizona Department of Health Services, the hospital 
is a publicly funded facility, dedicated to the restoration and preservation of the mental health of those residents 
of Arizona who require a state supported tertiary level of inpatient hospitalization and rehabilitative care. 
Hospital personnel continually strive to provide state-of-the-art, inpatient psychiatric and forensic care. The 
hospital is committed to the concept that all patients and personnel are to be treated with dignity and respect to 
maximize personal and professional growth. 

Senior management members of the hospital and Behavioral Health Services, including the hospital’s clinical team 
representatives, continually review the goals and objectives of the hospital and the hospital’s role in the statewide 
continuum of behavioral health services. Based on this continual review, it was decided that the hospital's 
"Vision Statement," which provides long-range guidance for hospital personnel, and the hospital’s "Mission 
Statement," which provides shorter-range, day-to-day operational guidance for the hospital and service providers, 
should be modified to more accurately reflect the current role of the hospital in the statewide continuum of 
behavioral health services. Accordingly, both statements were modified as follows: 


ASH VISION STATEMENT 

The Arizona State Hospital will meet the needs of our patients and other 
customers in collaboration with our community partners. We will continue 
to be a unique and valuable resource in the provision of specialized 
psychiatric treatment, rehabilitation, education and research. We will 
always strive to improve our performance. 


ASH MISSION STATEMENT 

The mission of the Arizona State Hospital is to restore and enhance the 
mental health of persons requiring psychiatric services in a safe, therapeutic 
environment. 
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THE ARIZONA STATE HOSPITAL 

The hospital receives overall direction and supervision from the Chief Executive Officer/Superintendent, who 
directly supervises the Chief Medical Officer, the Chief Operating Officer, the Nurse Executive Officer and the 
Director of Quality Resource Management. These individuals have both clinical and administrative 
responsibilities. Although many of the services provided consist of both clinical and a dminis trative components, 
for clarification of presentation the hospital’s services are divided into two major divisions addressing: [1] 
Clinical/Direct Patient Care Services, which includes a component addressing Patient Treatment Progr ams ; and 
[2] Administrative/Patient Support Services. 

Clinical/direct patient care services 

The Clinical/Direct Patient Care Services include all of the treatment, rehabilitation and care services that are 
provided to the patients on a day-to-day basis [e.g.. Medical Staff services, nursing services, and specialized 
clinical services] The Chief Executive Officer/Superintendent provides overall leadership for the hospital, is the 
primary liaison with Behavioral Health Services and the Arizona Department of Health Services, and is 
responsible for ensuring quality clinical care is provided for the patients of the hospital. 

The Chief Medical Officer is responsible for overseeing clinical/direct patient care services. These services 
comprise Medical Staff services, which includes psychiatric, medical, and specialized services; psychiatric and 
medical nursing services, including specialty clinics; psychology services; social work services; rehabilitation 
services, including occupational therapy, recreational therapy, and the Psychiatric Rehabilitation Program model; 
and educational services. The clinical/direct patient care services of psychiatry, medicine, nursing, psychology, 
social work, education, and rehabilitation are provided through patient treatment programs and treatment units 
which are designed to meet the needs of the patients. 

The Chief Operating Officer is responsible for managing selected contracted support services, medical laboratory 
services, and religious services. 

The Director of Quality Resource Management is responsible for the utilization management program which 
reviews patient admissions and continued stays to ensure cost effective and efficient care; infection control 
directed at controlling infections diseases; and health record service which maintains both current and discharged 
patient health records. 

Treatment programs 

The General Adult Program consists of four treatment units. Each treatment unit serves as an admission, 
treatment and discharge unit although patients may be transferred from one treatment unit to another based upon 
their special needs. These treatment units specialize in providing services to the seriously mentally ill patients 
who are civilly co mmit ted as a danger to self, danger to others, gravely disabled, and/or persistently and acutely 
disabled; those who are placed at the hospital by guardianship; and/or the seriously mentally ill patients who also 
have special medical needs. 

Treatment modalities include medications and medication education, individualized therapy, therapeutic groups, 
interpersonal skill development, structured unit activities, leisure planning and recreational therapy. Emphasis 
is placed on activities of daily living since many patients have deficits which impede their capacity to live more 
independently in community settings. 
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The Forensic and Behavior Management Program consists of five treatment units. Each treatment unit serves 
as an admission, treatment and discharge unit although patients may be transferred from one treatment unit to 
another. This program serves as the treatment program for evaluation and treatment of patients who have been 
court-ordered for pre-trial evaluation, have charges pending and are civilly committed, need treatment prior to 
trial, have been adjudicated Not Guilty by Reason of Insanity or Guilty Except Insane, or require other 
specialized forensic services. Patients with a potential for violent or dangerous behavior, patients with a high 
escape risk, and patients with legal requirements on placement also receive treatment within this program. Major 
treatment modalities include pharmacotherapy, psychological services and extensive assessment, psychotherapy 
focusing on participating in treatment, interpersonal skill development, educational services for patients requiring 
restoration to competency, specific discharge plans and goal development. Each treatment unit provides a secure 
environment for various additional therapeutic activities with limited off-unit privileges granted on an individual 
basis. 

The Youth Services Program consists of one treatment unit which serves as the admission, assessment and 
treatment program for adolescents [ages 13 through 17] requiring approximately three to four months of inpatient 
treatment as a result of a substantial mental disorder. Major treatment modalities include individual and group 
therapy, family therapy, academic programs, occupational and recreational therapy, and psycho tropic 
medications, as appropriate. Aftercare planning and placement of the patient are essential components of 
treatment; active liaison between the hospital and community providers occurs to assist outpatient service 
providers in placement and treatment referrals. 

In all of the treatment programs, the results of the patient's clinical evaluations, the patient's acuity level, and 
the patient's legal status at the time of admission provide the multi disciplinary clinical team guidance in 
determining the patient's least restrictive and most appropriate level of placement wi thin the hospital. Throughout 
the patients’ hospitalizations, the multi disciplinary clinical team continually reviews the patient's legal status and 
reviews and revises the patients’ individualized treatment and discharge plans to ensure appropriate treatment and 
placement continue. 

On all of the treatment units a patient's treatment is directed by a multi disciplinary clinical team which includes 
the patient, hospital personnel, the patient's family and/or representative, and appropriate c ommunit y behavioral 
health service providers. This clinical team is responsible for completing the evaluations and developing a 
comprehensive, individualized treatment and discharge plan that addresses the biological, psychological, spiritual 
and socio-economical issues to meet the patient's personal needs. The patient's psychiatrist, who provides 
leadership for the clinical team, is responsible for coordinating the patient's care, as well as ensuring a 
coordinated, well-defined patient treatment and discharge plan. 

Throughout a patient's treatment, the hospital strives to assist the patient to be placed in the least restrictive and 
most appropriate therapeutic treatment environment. Patient placement within the hospital is made after 
assessment, consideration of all treatment factors, and discussion with the appropriate co mmunit y behavioral 
health system service providers to assure the chosen placement provides maximum therapeutic benefit. The 
hospital is continually cognizant of its responsibilities to patients and the community. 

In order to provide quality care for the patients, hospital personnel actively participate in the statewide continuum 
of behavioral health care, coordinate the development of the patients' treatment and discharge plans with the 
patients and the appropriate community behavioral health system service providers, and encourage patient 
placement in alternative community programs in accordance with the individual service plan developed with the 
community service providers as soon as the patient was adequately prepared for placement. 
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The hospital utilizes the Psychiatric Rehabilitation Program model which stresses education, increased self- 
reliance, and instrumental life skills. This program provides psychiatric patients with skills and environmental 
supports necessary to cope with the demands of daily living and focuses on the assumption that patients profit 
from services stressing their strengths, involvement in goal-setting, and the use of active teaching techniques that 
generalize to community life settings. Interventions which focus on attainable goals, rewarding patient strengths 
and re-mediating deficit behaviors are stressed. Patient groups are conducted in various content areas such as: 

► Symptom management module - designed to help patients, disabled by a chronic mental illness 
like schizophrenia, become more self reliant in manag in g their psychiatric symptoms. Major 
components include identifying warning signs of a relapse; managing warning signs; coping 
with persistent symptoms; and avoiding alcohol and street drugs. 

► Medication management module - designed to help patients disabled by a chronic mental illness 
become progressively more self-reliant in their use of anti-psychotic medication. Major 
components include obtaining information about anti-psychotic medication; knowing correct 
self-administration and evaluation of medication; identifying side effects of medications; and 
negotiating medication issues with health care providers. 

► Basic conversation skills module - designed to provide the patient with the basic skills needed 
to start friendly conversations, keep them going, and end them pleasantly. Major components 
include verbal and nonverbal communication behaviors; starting a friendly conversation; 
keeping a friendly conversation going; ending a conversation pleasantly; and putting it all 
together. 

► Recreation for leisure module - designed to help a wide range of people in all age groups 
become more self-reliant and resourceful in the use of their leisure time . Major components 
include identifying benefits of recreational activities; getting information about recreational 
activities; finding out what is needed for a recreational activity; and evaluating and maintaining 
a recreational activity. 

Administrattve/patient support services 

The Admimstrative/Patient Support Services include a myriad of functions, ranging from the day-to-day 
operations of the hospital, the replacement of automation systems, and the lon g -ran g e p lanning for hospital 
reconstruction. The Chief Executive Officer/Superintendent provides overall adminis trative leadership and 
direction for the hospital and is the primary liaison with Behavioral Health Services and the Arizona Department 
of Health Services. 

The Chief Medical Officer ensures that patient’s legal rights related to the court co mmitme nt process are upheld. 
Patients are admitted to the hospital for court ordered treatment which is time limited; therefore, each patient’s 
court order is carefully monitored to ensure that an individual patient’s legal rights are not violated. Additionally, 
the Chief Medical Officer is responsible for ensuring the Medical Staff members complete related administrative 
functions. 

The Chief Operating Officer is responsible for managing the majority of administrative/patient support services. 
These services include business support services, both hospital fiscal management and patient finance; h uman 
resource services; dietary, environmental and laundry services; telecommunication services; and security services, 
a very crucial component since the patients are court ordered for treatment. The Chief Operating Officer is the 
primary responsibility for the day-to-day operations of the hospital. 
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The Director of Quality Resource Management is responsible for many administrative/patient support services 
that overlap between clinical and administrative services. These services include performance improvement 
which evaluates both clinical and administrative services to implement improvement activities; risk management 
which identifies and implements actions to reduce potential risk; hospital information which maintains the patient 
demographic and clinical computerized databases; safety management which coordinates compliance with required 
safety standards; and contract monitoring. 


PATIENT DEMOGRAPHICS and STATISTICAL SUMMATION 

The Arizona State Hospital began this fiscal year on July 1, 1997, with a patient census of 305. Throughout the 
fiscal year, the hospital admitted 377 patients, discharged 372 patients, and ended the fiscal year June 30, 1998, 
with a census of 310, a net increase of five patients. The average daily census for the fiscal year was 305, a 
decrease of 10 compared to the previous fiscal year. These patients accounted for a total of 111,355 patient days, 
a decrease of 3,704 days compared to the previous fiscal year. 

The patient end of month census covering July 1996, through June 1998, is depicted in Exhibit #1. 


EXHIBIT #1 

END OF MONTH CENSUS, FY 97 and FY 98 



End of Month Census Data 

Fiscal Year 1996-97 

Fiscal Year 1997-98 

July 

358 

Jan. 

290 

July 

299 

Jan. 

313 

Aug. 

335 

Feb. 

295 

Aug. 

288 

Feb. 

308 

Sept 

339 

Mar. 

286 

Sept. 

297 

Mar. 

305 

Oct. 

319 

Apr. 

300 

Oct. 

300 

Apr. 

309 

Nov. 

316 

May 

296 

Nov. 

309 

May 

313 

Dec. 

301 

June 

305 

Dec. 

309 

June 

310 
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A comparison of monthly admissions to and discharges from the hospital is presented in Exhibit #2. 
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EXHIBIT #2 

MONTHLY ADMISSIONS AND DISCHARGES 



Admit 


1 Discharge 



Jul 

Aug 

Sep 

Oct 

Nov 

Dec 

Jan 

Feb 

Mar 

Apr 

May 

Jun 

Admit 

26 

16 

30 

34 

31 

33 

28 

25 

35 

43 

35 

41 

Discharge 

32 

27 

21 

31 

22 

33 

24 

30 

38 

39 

31 

44 


Admission statistics 

The hospital admitted 377 patients this fiscal year, an increase of 42 compared to the previous fis cal year. The 
average monthly admission rate was 31.4, ranging from a low of 16 in August 1997, to a high of 43 in April 1998 
[Exhibit #2]. Of the total admissions, involuntary admissions accounted for 371 and admis sion by guardian 
accounted for six. There were no voluntary admissions during this fiscal year. Of the 371 invol untar ily 
admissions, 214 were admitted under Title 13, Restoration to Competency; 113 were admitted under Title 36, 
Court Ordered Treatment; 19 were admitted under Title 13, Guilty Except Insane; 14 were admitted under Title 
8, Juvenile Commitment; 4 were admitted under Title 13, Not Guilty by Reason of Insanity; 4 were admitted 
under Title 13, Observation; and 3 were admitted under Transfer of Prisoner. [Exhibit #3]. 


EXHIBIT #3 

LEGAL STATUS AT ADMISSION 
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Legal Status at Admission 

Code 

Legal Status 

Number 

Percentage 

A 

Voluntary 

0 

0.0 

B 

Court Ordered Treatment 

113 

30.0 

C 

Juvenile Commitment 

14 

3.7 

D 

Transfer of Prisoner 

3 

0.8 

F 

Title 36, Placement by Guardian 

6 

1.6 

G 

Title 13, Not Guilty by Reason of Insanity 

4 

1.1 

K 

Title 13, Guilty Except Insane 

19 

5.0 

L 

Title 13, Restoration to Competency 

214 

56.8 

M 

Title 13, Observation 

4 

1.1 


Maricopa County continued the historic trend of having the highest number of a dmis sions by county with 19' 
(52.3 %), an increase of 48 compared to the previous fiscal year. Pima County accounted for 100 (26.5) of th 
admissions, an increase of 11 compared to the previous fiscal year. The r emaining thirteen counties account© 
for 80 (21.2%) of the total admissions. [Exhibit #4]. 


EXHIBIT #4 

ADMISSIONS BY COUNTY 

Counties of 
Admission 

Number 

Percent of Total 
Admission 

Apache 

2 

0.5 

Cochise 

6 

1.6 

Coconino 

9 

2.4 

Gila 

3 

0.8 

Graham 

4 

1.1 

Greenlee 

0 

0.0 

LaPaz 

3 

0.8 

Maricopa 

197 

52.3 

Mohave 

6 

1.6 

Navajo 

7 

1.9 

Pima 

100 

26.5 

Pinal 

12 

3.2 

Santa Cruz 

2 

0.5 

Yavapai 

16 

4.2 

Yuma 

10 

2.7 

Total 

377 

[100] 


Individuals admitted to the hospital for the first time accounted for 242 (64%) of all admissions, which i 
approximately the same percentage as the previous fiscal year. The stabilization of this percentage is believe 
to be due to the fact that the vast majority of the admissions are referred from the legal system and are admitte 
under Title 13, Restoration to Competency. 

Readmission from a previous discharge accounted for 132 (35 %). The hospital's recidivism rate for Fiscal Yea 
1998 was 8.8%, a slight decrease of .4% compared to Fiscal Year 1997. 1 Recidivism is defined as th 
readmission of a patient who was discharged from the hospital within 180 days prior to readmission. 


1 The recidivism rates presented are determined by dividing all of the fiscal year re-admissions with lengths of stay out of the hospi® 
less than 180 days by the total admissions for the fiscal year. 
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Admissions by diagnostic grouping (patient diagnosis at the time of admission) indicate the category of 
schizophrenic disorders accounted for 175 (46%) of all admissions and affective disorders accounted for 73 
(19%). These two diagnostic categories have continued to be the major diagnostic groupings for patient 
admissions. 

DISCHARGE STATISTICS 

The hospital discharged 372 patients during this fiscal year. The average monthly discharge rate was 31.0, 
ranging from a low of 21 in September 1997, to a high of 44 in June 1998 to [Exhibit #2]. 

Exhibit #5 provides detailed data for discharge length of stay for patients with a non-forensic legal status, 
discharge length of stay for patients with a forensic legal status, and a total discharge length of stay for all patients 
during Fiscal Year 1998. 


EXHIBIT #5 

DISCHARGE LENGTH OF STAY 

Length of Stay 
for Discharge 

Non-Forensic 

Forensic 

Total 

# 

% 

# 

% 

# 

% 

Less than 90 days 

21 

15 

117 

51 

138 

37 

90-180 

45 

31 

65 

29 

110 

30 

181 - 365 

25 

17 

28 

12 

53 

14 

366 - 1095 

39 

27 

15 

7 

54 

15 

1096 - 2190 

9 

6 

2 

1 

11 

3 

2191 - 3650 

1 

<1 

1 

<1 

2 

<1 

Greater or equal to 
3650 days 

4 

3 

0 

0 

4 

1 

Totals 

144 

[100] 

228 

[100] 

372 

[100] 


Since the forensic patient census of the hospital in increasing while the general adult population is decreasing, 
the presentation of patient discharge data in Exhibit #5 has been divided into non-forensic, forensic, and total 
data while the data in Exhibit #6 presents only total data. Exhibit #5 and Exhibit #6 provide the following 
information related to patient discharges: 

♦ Of the total 144 non-forensic patients discharged, 66 or 46% had a discharge length of stay 
less than 180 days. 

♦ Of the 228 forensic patients discharged, 182 or 80% had a discharge length of stay less than 
180 days. 

♦ The total number of non-forensic patients discharged with a length of stay less than 365 days 
was 91 or 63% of the total non-forensic patients discharged. This data continues to support 
the premise that the hospital. Behavioral Health Services, and the Regional Behavioral Health 
Authorities are c ommit ted to the concept that non-forensic patients are to be admitted to the 
hospital for intensive treatments and shorter durations rather than extended hospitalization 
periods. 
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♦ The total number of patients discharged with a length of stay greater than three years was 
seventeen; of these, four had been at the hospital for more than ten years. These patients 
require extensive treatment and discharge planning coordination between the hospital and the 
community services providers who will provide follow-up services. The majority of these 
patients require 24 hour supervised community living environments upon their discharge from 
the hospital. 

♦ The mean length of stay for the four patients discharged with lengths of stay greater than ten 
years was 5,371days, approximately fourteen and one-half years. 


EXHIBIT #6 

MEAN DISCHARGE LENGTH OF STAY 

Length of Stay 

Total Discharged 

Mean 

Less than 1 year 

300 

118 days 

More than 1 year but less than 3 years 

55 

639 days 

More than 3 years but less than 6 years 

11 

1431 days 

More than 6 years but less than 10 years 

2 

2732 days 

More than 10 years 

4 

5371 days 

Total Average Length of Stay 

N/A 

305 days 

Note: The mean discharge length of stay is the average number of days of 

hospitalization per patient during that time period. 



Patients discharged back to the courts accounted for 206 (55%) of the total discharges; those discharged to the 
outpatient portion of a combined inpatient/outpatient co mmit ment accounted for 45 (12%); those discharged to 
voluntary status accounted for 34 (10%); those discharged under Title 36 Placement by Guardian accounted for 
14 (4%); those discharged under conditional discharge accounted for 17 (5%); and those discharged from a 
juvenile commitment accounted for 17 (5%). These discharge categories accounted for 333 (90%) of the 372 
total discharges. 

EVALUATION OF FISCAL YEAR 1998 STRATEGIC PLANNING 

During the first months of Fiscal Year 1998, the hospital’s senior management team members, including hospital 
senior clinical team members and other hospital administrative representatives, met with the hospital’s Governing 
Body Chairperson to review the goals and objectives of the hospital for Fiscal Year 1997 and to evaluate 
attainment and/or progress toward those goals and objectives. This strategic p lanning team reaffirmed the 
hospital’s role in the statewide continuum of behavioral health services and then developed goals and objectives 
for Fiscal Year 1998. 

Prior to finalizing the strategic planning process, a final review of the plan was completed by the Assistant 
Director for Behavioral Health Services and by the Office of Strategic Pl anning and Budgeting, ADHS. Efforts 
to attain the established goals for Fiscal Year 1998 follow. 

♦ GOAL 1. The Arizona State Hospital will improve patient and customer services. 

Continuous efforts were put forth to improve the quality and quantity of clinical, support, and 
administrative services provided the patients. To monitor the active treatment provided on 
each treatment unit, master activity schedules were developed for all of the treatment units. 
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These master schedules were continually updated based on the patients’ needs and were 
monitored by treatment unit personnel to dete rmin e the adequacy of the total hours of active 
treatment provided the patients. The hospital also contracted with additional psychologists and 
social workers to provide increased clinical services with a focus on evening and weekend 
therapeutic groups. The patients’ “Clubhouse” hours were extended with through the 
implementation of patient monitors and the patients’ therapeutic work program was expanded. 

Increased monitoring of support services functions, e.g., dietary and housekeeping, was 
implemented to improve contracted service performance. These monitoring activities included 
treatment unit walk-through inspections completed by the Safety Officer and the Infection 
Control Nurse, weekly inspections of the kitchens and patient eating areas, increased 
monitoring of special diets and portion control through health record audits, and both patient 
and staff satisfaction surveys. 

To improve internal communications between the hospital, the Division of Behavioral Health 
Services, and the Department of Health Services, the Chief Executive Officer / Superintendent 
was appointed as a member of the department’s Executive Management Team and as a member 
of the division’s Leadership Team. The Chief Executive Officer / Superintendent also 
participates in the monthly Behavioral Health Services / Regional Behavioral Health Authority 
Director’s meetings and attends the Behavioral Health Planning Council meetings. 

♦ GOAL 2. The Arizona State Hospital will have a staffing pattern that meets the patients’ 
needs based on patient acuity. 

The hospital developed and implemented a patient treatment unit-based a staffing pattern to 
provide increased active treatment. The development of this staffing pattern was based on 
patient acuity, which is determined daily, and the standards utilized by other states. Although 
the hospital was unable to meet this staffing need, this staffing pattern provided the foundation 
for Fiscal Year 1999 budget request as it related to personnel issues. 

The hospital also experienced difficulty in recruiting and retaining direct patient care 
personnel. Therefore, the hospital also requested position classification upgrades and 
increased salaries for licensed nurses, psychiatric technicians, social workers, rehabilitation 
technicians, and security personnel. Although not granted in Fiscal Year 1998, it is 
anticipated these requests will be granted in Fiscal Year 1999. 

♦ GOAL 3. The Arizona State Hospital will develop and implement an integrated automation 
system. 

Immediately after the be ginning of the fiscal year, the hospital completed an automation needs 
assessment and developed the required Project Investment Justification (PU) document which 
summarized the status of the hospital’s current automation system which is not Year 2000 
compliant. It was recommended that the replacement automation system be implemented in 
three phases - Phase I addressing replacement of the current system as it pertains to patient 
demographic data and current financial and business capabilities. Phase II addressing additional 
financial and business practices, and Phase HI addressing automation of the patient health 
record and data connectivity, both internally and externally. 
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The hospital’s Project Investment Justification (PU) has been submitted to the state’s 
Government Information Technology Agency for review and approval. After approval and 
authorization to proceed, a Request for Proposal (RFP) will be issued after the beginning of 
Fiscal Year 1999. 

♦ GOAL 4. The Arizona State Hospital buildings and grounds will meet the needs of current 
and future patients, families, and staff. 

During Fiscal Year 1998 the required Joint Commission on Accreditation of Healthcare 
Organizations “Statement of Condition” for each patient use building was updated. As a result 
of this updating process, all building conditions requiring correction or improvement were 
identified and prioritized. This process included the inspection of all patient use buildings for 
possible code violations, proper doors on sleeping areas, wall and ceiling integrity, and 
hazardous area compliance. Minor corrections were completed while the major issues were 
scheduled for completion during Phase I or Phase n, depending on Department of 
Administration’s funding. 

In order to address immediate safety issues, the hospital increased internal and external camera 
surveillance on the treatment units for the male, restoration to competency patients and on the 
treatment unit for the adolescents. 

♦ GOAL 5. The Arizona State Hospital will establish a program for sexually violent persons. 

Although the legislative mandate for a program for sexually violent persons specifically 
separates the program from the Arizona State Hospital, the Superintendent/Chief Executive 
Officer of the hospital is also the Administrator of the program for sexually violent persons. 
Since this program was in the planning and initiation phase during Fiscal Year 1998, it was 
included as part of the hospital’s strategic planning. 

The program for the sexually violent persons was established as the Arizona Community 
Protection and Treatment Center in the Alamo Building located on the grounds of the hospital 
and the first resident was admitted on September 22, 1997. With consultation from a leading 
authority on program development for the sexually violent person, a comprehensive treatment 
program was developed and initiated for those residents who are committed for treatment. 

The Alamo Building was capable of providing housing and treatment to only sixteen (16) 
persons so planning to renovate the Cholla Treatment Unit which would be able to provide 
housing and treatment for sixty (60) residents was initiated almost immediately. By April 1998 
the resident census of the Arizona Community Protection and Treatment Center had already 
outgrown the Alamo Building and relocation to the Cholla Treatment Unit was required. 
Fiscal Year 1998 ended with twenty-eight (28) residents in the Arizona Community Protection 
and Treatment Center. It is anticipated this program census will increase at the rate of 
approximately five (5) per month. 
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FISCAL year summation 
and THE 

FUTURE outlook for the hospital 

The Arizona State Hospital continues to be a dynamic service, ever-changing to meet the needs of mentally ill 
individuals who require inpatient treatment and services. 

Throughout Fiscal Year 1998 the hospital’s total census slowly continued its transition from primarily civil 
commitments to forensic commitments [43% in July 1997; 46% in June 1998]. Exhibit #3, “Legal Status at 
Admission” [pg.8] and accompanying data [pg.9] clearly indicate that the forensic admissions [ Title 13 and 
Transfer of Prisoner] account for approximately 65% of the total admissions, with Title 13 Restoration to 
Competency accounting for approximately 57 % of the total admissions. Although the forensic c ommitments tend 
to have a shorter length of stay, the phenomena resulted in a severe overcrowding at the end of the fiscal year 
on the two treatment units providing services to the Restoration to Competency male patients. To accommodate 
this occurrence, the hospital will need to open an additional treatment unit to provide services to the Restoration 
to Competency male patient immediately after the beginning of Fiscal Year 1999. The transition to serving an 
increased number of patients who are admitted under a forensic co mmitme nt has also resulted in the hospital 
becoming a more secured facility within increased camera surveillance and increased security personnel in order 
to provide the community a higher level of safety. 

Parallel to the increasing forensic population is the trend toward civil referrals who as a group suffer from more 
complicated and challenging psychiatric, behavioral and medical problems, than did the civil patients of the past. 
This is likely a product of the increasing capacity of the community treatment system to serve people who suffer 
from serious and persistent mental illnesses. As these co mmuni ty based care givers become more proficient the 
hospital’s role has changed from providing care along a broad continuum- acute to chronic - to that of providing 
a tertiary level of care for people who do not respond to brief periods of inpatient care, and/or who present 
serious threats to self or others. 

Prior to the beginning of Fiscal Year 1998, the hospital was unsuccessfully surveyed for Medicare Certification 
and subsequently voluntarily withdrew from Medicare participation. During this fiscal year the hospital 
conducted mock surveys, utilized consultants to evaluate the hospital’s progress toward regaining certification, 
and provided clinical personnel educational s eminar s on the requirements for att aining re-certification. The 
hospital applied for re-certification but the survey process conducted in April 1998 was unsuccessful. The major 
areas the surveyors cited as deficient pertained to monitoring of contracted services, failure to adequately address 
deficiencies found through the quality assurance program, inadequate numbers of nursing personnel, lack of 
nursing care plans, lack of adequate levels of dietary staff and special diet monitoring, and various environment 
of care, safety, and sanitary issues. 

As a result of voluntarily withdrawing from Medicare participation, the Joint Commission on Accreditation of 
Healthcare Organizations conducted an unanno unced survey in April 1997 which resulted in two Type I 
deficiencies, one related to Patient Rights [safety issues] and one related to Human Resources Pl anning [staffing 
issues related to social work, rehabilitation, and nursing]. In December 1997 the Joint Commission conducted 
a focused survey to evaluate the hospital’s progress toward correcting the two deficiencies. The results of this 
focused survey indicated that the deficiency related to Patient Rights [safety issues] had been corrected and 
therefore was removed. The deficiency related to Human Resources Pl anning was corrected but the corrective 
action had not been in place for the required four month period; therefore, the deficiency remained and will be 
addressed in the coming fiscal year. 
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Fiscal Year 1998 also experienced changes in the senior leadership team, including the Chief Executive Officer 
/ Superintendent position which was not permanently appointed until January 1998. With the search for and 
appointment of other senior leadership members and the development of a new leadership team, the hospital was 
able to implement improvements but was unsuccessful in reaching the primary goal of Medicare re-certification 
and the correction of all of the Joint Co mmis sion Type I deficiencies. Each of these deficient areas will receive 
renewed commitment during the next fiscal year. 

Arizona State Hospital historically 2 has faced problems in controlling census, assuring adequate staffing, assuring 
adequate facilities and assuring public confidence in its operations. These problems unfortunately persist to the 
present day. They are problems faced by many public hospitals which have very broad service mandates, limited 
resources and the requirement to maintain a “no refusal” a dmi ssion policy. It may also, in part, be reflective 
of ambivalence, or prejudice, on the part of society toward the seriously mentally ill. 

In addition to challenges previously enumerated regarding reg aining Medicare certification and the shift toward 
serving an increasing forensic and more behaviorally disturbed population major current issues facing the hospital 
include: 


• Below market salary scales resulting in problems in recruiting and retaining staff. 

• Patient care b uildings which are old, overcrowded and not up to par with regards to 1998 
expectations regardin g therapeutic environment. 

• Insufficient numbers of staff to ensure the ongoing provision of safe and “active” treatment 
services. 

• Difficulties in meeting the volume of demand for a dmis sion for individuals referred through 
civil and forensic commitment proceedings. 

• Addressing the broad linguistic and cultural needs of the patient population. 

• Addressing the policy and advocacy concerns e manating out of the requirements to serve civil, 
forensic and persons committed as sexually violent offenders. 

During FY1999 the hospital, under the leadership of its Advisory Board will initiate a strategic planning process. 
The goal of this endeavor is to set a clear course for the hospital between CY 1999 and 2010. The process is 
envisioned as involving broad based participation and answering such questions as: What is the role of the 
hospital as part of the statewide mental health service delivery system? How many patients does the hospital need 
to be prepared to serve? What are the needs of this patient population? How should the organization be 
configured? What are the facility needs? 

The hospital is firmly committed to the "ASH Vision Statement" and the "ASH Mission Statement." Each will 
provide direction and a reaffirmed co mmitme nt for all hospital staff throughout Fiscal Year 1999 and in future 
years. 

With continued support from Behavioral Health Services, the Arizona Department of Health Services, the mental 
health advocacy groups, the hospital's Advisory Board, the Governor's Office, the State Legislature, and the 
citizens, the Arizona State Hospital will continue to restore and enhance the quality of life and health of persons 
with mental illness, advocate for the special needs of the mentally ill, and meet the needs of the mentally $ 
patients of the State of Arizona. 


2 Milestones - “75 Years of Progress 1887 - 1962, Arizona State Hospital: Phoenix, 1962 
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APPENDIX A 


ORGANIZATIONAL STRUCTURE 













































APPENDIX B 


ARIZONA DEPARTMENT OF HEALTH SERVICES 

DIVISION OF BEHAVIORAL HEALTH SERVICES 

REGIONAL BEHAVIORAL HEALTH AUTHORITIES 
Geographic Service Areas 
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APPENDIX C 


ADHS/DBHS Client Information System 

Clients Served by Program Statewide 

As of 10/1/98 - For 7/1/97 Through 6/30/98 
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ADHS/DBHS Client Information System 
Clients Served Report 
For 7/1/97 Through 6/30/98 
As of 10/1/98 
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The subtotal columns may contain duplicated counts due to clients changing programs during the reporting period. 
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APPENDIX D 


ARIZONA STATE HOSPITAL 
FINANCIAL SUMMARY 
FISCAL YEAR 1997 - 1998 


Funding Sources (General Operations Based on Budget Allocations): * 


Personnel Services and Related Benefits - General Fund $ 16,404,200 

All Other Operating - General Fund 7,676,600 

All Other Operating - ASH Fund 2,824,000 

Non-Title 36 Revenue 396,133 

Rental Income 694,902 

Endowment Earnings 553,000 

Patient Benefit Fund 35,500 

Donations 9,000 

Grant - Risk Management 25,000 

Psycho tropic Medications 63.500 

Total Funding $ 35,984,835 


Expenditures: 

Personnel Services and Related Benefits 
Professional and Outside Services** 

Travel (In-State) 

Travel (Out-of-State) 

Food 

Other Operating 
Capital Equipment 
Assistance to Others 
Total Cost of Operations 

Collections (Deposited to the General Fund): 


Medicare $ 225,519 

Family, Guardian, or Patient 426,439 

Insurance 49,100 

Social Security, V.A., or Railroad Retirement 165.837 

Total General Fund Collections $ 866,895 


$ 16,390,741 
8,975,124 
26,386 
2,651 
- 0 - 

2,779,241 

167,081 

6.705.441 

$ 35,066,665 


* Excludes SVP Program 

** Contract Physicians, Outside Hospitalization Costs, Outside Medical Services, and privatization of 
Support Services 


Daily Costs by Treatment Program:*** 

General Adult Program $ 285 

Behavior Management Program 257 

Youth Services Program - Adolescent Treatment 563 

Average $ 286 


Rates became effective 12/01/96. 
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NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998 are not included in this report. 
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NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998are not included in this report. 
\4 ASH Community Placement is appropriated to ASH and is not included in this report. 
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NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998 are not included in this report. 











On 

CN 


< 

a 


73 

D 


> 
fa 
o 

u H S' 

8 Is » 

= g 

cd 


£ 

cd 

U 


cd 

m 


O 

fa 

>< 

(X 

O 

H oo 

73 

<D ^ 

t: ^ 

o 

> 

O 

P4 


p 

oo fa 

gj s 

os —2 

>m CD 

rT a 

^ >? 
w 


ffl 

c« 

Vh 

C/D 

<8 

P 

§ 

ffl 

H 

< 




o 


ffi 

C/3 

tn 

o 

c8 

u 

'i 

1 


H 


oo 

ON 

ON 


s 

I 

¥ 

§ 

< 


C/5 


D 



T3 


od 


fa 

e 

3 


Q 



C«H 



73 





CD 

E 

o 



fc 

ed 

o 

Vh 

fa 

<D 



u 

73 

co 

& 



CD 

o 

c 

^2 

cd 

s 

oo 

CFv 


7d 

CQ 

O 

fa 


On 




(D 





o 

O 




fal 

m 




X 

CD 




o 

a 




C/3 

s* 

1=3 





—< NO o 
fa no no 

O — 

in vo w 

s 


—; ON <N 
cd © oo* © 
cn o on ^r- 
on^ in on^ — 

cfa oC (fa 
m —* 


»n ^ t> 


in in —h 
On co —• 
O 


m 

NO 

On 



7f 

fa 

fa 

<n 

o 

00 

fa 

r> 

7f 

(N 


ON 

00 

7f 

cn 

o 

(N 

CO 


ON^ 

No" 

l> 

CO 

7f 

& 


ON 

co 


4h 

O 

15 

o 

Qh 

a> 

C* 

3 


J? 

^3 

a 

w 

<D 

"3 

o 

CO 

• 

fa< 

J-H 

o 

Ifa 


45 

00 


IS? P 


Ou 

o 

*o 

<2 

73 

C 

o 

fa 


<D 

C 

CD 

a 

■ 

c 

o 

£ 


co c 
co — 
cd O 
Ph 43 
.2 
cd “ C 
*J5 Cu 

-2 o 

T3 in 
CD CL 

fa £ 

X < 


00 

c 

‘3 

D 

> 

<2 

I 

c 

o 

g 

co co 
73 73 

c e 

5S 33 
fa fa 

£ E 

CD <D 


CD O 

C C 

3 3 


2 X 


2[§ # 2 
CD 2 "o *5 
r- H 1> 1) 

_g ft a 
H O a> </> 


CD 

> 

03 

fa fa 

co co 

•s O 

E ° 

73 

< 


.1-3 
d § 

Cd fa 

E 

CD 


O 

CD 

Oh 

00 


*3 

§ CO .S 

.S 73 P 

j g | 

cd fa o 

o g PfJ 

® § £ 
CL ^=> ^ 

co ^ 5 

6 


2 .3 
CD C 

§ § 

o & 

a 


S> 2 O 
^ O fa 
<D 73 P 
T3 « to 

h a 

Oh 


CD 
73 
<D 

fa 


2 Q. 

<5 5T 

§ *8 
a * 

c -g 
o g 

fa Ll_ 


—h| (N »n '—< »n 
fa fa —4 00 NO 00 
oo in ^ ^ tt 
CN ^ 


ON r-H —< NO CN oo 
fa fa © OO fa fa 

o —« 


00 o 7T 

in fa O 


NO 

CN 


t t ^ ^ t 

co oo —< on fa fa 

r- co — i—i 






£ 

73 

< 

CO 

ffi 

m 

9 

CO 

X 

Q 

< 


a 

s 

a> 

fa 


<D 

73 


O 

C3 


& 

td 

73 

C 

D 

co 

fa 

00 

S3 



"o 

cd 

§ 

O 




ID 

D 

s 

.2 

00 

8 

fa 

s 

O 

2 

D 

e 

D 



*00 



o 

S 

o 

C-/ 


D 

D 

J- 

.& 

D 

"fa 

«8 

> 

> 

D 


s=> 

e 

£ 

cd 

Sm 

cd 

Vh 

43 

33 

cr 

*3 

CL) 

CL 

H 

H 

o 

fa 

S3 


NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998 are not included in this report. 
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NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998 are not included in this report. 
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NOTES 
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NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998 are not included in this report. 
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NOTES 

\1 Dollars are expressed in thousands, rounded to the nearest $100. 

\2 Reverted dollars are available for FY 1998 administrative adjustment payments. 

\3 Administrative adjustment payments for FY 1997 made in FY 1998 are not included in this report. 
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APPENDIX E 


PGBHA Incentive Program 

Results Over Time 
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APPENDIX G 


FY 1997-98 ARIZONA SMI MORTALITIES 

Statewide Distribution by Cause of Death 


Natural Causes 
60.0% 



Homicide Weapon 

1.7% Total 


Homicide 

Total 


% of Tot 


100 % 

100 % 


Accident 
14.3% 


Accident 



Total 

% of Tot 

Drug OD 

22 

66.7% 

Other 

6 

18.2% 

Traffic 

5 

152% 

Total 

33 

100% 


Suicide 


Unknown 

9.6% 


Suicide 



Total % of Total 

Weapon 
Drug OD 
Other 
Unexplain 
Total 

19 57.6% 

ID - 303% 

3 9.1% 


Total Number of Reported Deaths FY 1997-98 = 230 

DISTRIBUTION BY RBHA 

NARBHA 


Homicide 


Natural Causes 
57.9% 


Natural Causes 

Total % of Total 


Heart 

Cancer 

Other 

Respirator 

Cerebrova 

Liver 

Unexplain 

HIV/Aids 

Total 



Suicide 

21 . 1 % 



Total 

% of Tot 

Weapon 

1 

100% 

Total 

1 

100% 



Homicide 

5.3% 

Accident 
5.3% 


Accident 



Total 

% of To 

Drug O 

1 

100.0% 

Other 

0 

0.0% 

Traffic 

0 

0.0% 

Total 

1 

100% 


Unknown 

10.5% 


Weapon 
Drug OD 
Other 
Unexp 
Total 


Suicide 

Total % of Tot 


3 75.0% 

t 25,0% 

O 0.0% 


Total Number of Reported Deaths FY 1997-98 = 19 


G-1 























FY 1997-98 ARIZONA SMI MORTALITIES 

Statewide Distribution by Cause of Death 


Homicide 


Heart 

Cancer 

Other 

Respiratory 

Cerebrovasc 

Liver 

Unexplained 

HIV/Aids 

Total 



Unknown 

9.6% 


Suicide Suicide 



Total % of Total 

Weapon 
Drug OD 
Other 
Unexplain 
Total 

piilliilliRii 

1 3.0% 

.. ... . . .. : 


Natural Causes 
60.0% 


Natural Causes 

Toa% of Total 


_ Total % of Tot 

Homicide weapon 4 100% 

^ jy Total 4 100% 


Accident 

14.3% 

Accident 

Total % of Tot 


Drug OD 
Other 
Traffic 
Total 


66.7% 

18.2% 

15.2% 

100 % 


Total Number of Reported Deaths FY 1997-98 = 230 


DISTRIBUTION BY RBHA 

PGBHA 



Heart 

Cancer 

Other 

Respirat 

Cerebro 

Liver 

Unexplai 

HMAids 

Total 


Drug O 
Other 
Traffic 
Total 


50.0% 

0.0% 

50.0% 

100 % 


Suicide 

9.1% 


Unknown 

18.2% 


Suicide 



Total % of Tot 

Weapon 
Drug O 
Other 
Unexpla 
Total 

illlllillltdWi 

• 


Natural Causes 
54.5% 


Natural Causes 


Accident 

18.2% 


Accident 

Total % of T 


Total Number of Reported Deaths FY 1997-98 = 11 























FY 1997-98 ARIZONA SMI MORTALITIES 

Statewide Distribution by Cause of Death 


Natural Causes 
60.0% 



Homicide Weapon 

1.7% Total 


Homicide 
Total % of Tot 


100 % 

100% 


Accident 

14.3% 


Accident 



Total % of Tot 

Drug OD 

22 66.7% 

Other 

6 18.2% 

Traffic 

5 15.2% 

Total 

33 100% 


Heart 

Cancer 

Other 

Respiratory 

Cerebrovasc 

Liver 

Unexplained 

HIV/Aids 

Total 


Suicide 


Unknown 

9.6% 


Suicide 


14.3% 

Total % of Total 

Weapon 
Drug OD 
Other 
Unexplain 
Total 

' - | -V. ■ 

itin«i 

33 100% 


Total Number of Reported Deaths FY 1997-98 = 230 


DISTRIBUTION BY RBHA 
EXCEL 


Natural Causes 


Heart 

Cancer 

Other 

Respirator 

Cerebrova 

Liver 

Unexplain 

HIV/Aids 

Total 



Total Number of Reported Deaths FY 1997-98 = 3 


G - 3 
















FY 1997-98 ARIZONA SMI MORTALITIES 

Statewide Distribution by Cause of Death 


Heart 

Cancer 

Other 

Respiratory 

Cerebrovasc 

Liver 

Unexplained 

HIV/Aids 

Total 


Homicide 


Total % of Tot 




Natural Causes 
60.0% 


Natural Causes 

Total% of Total 


Homicide Weapon 

1.7% Total 


100 % 

100% 


Accident 

14.3% 

Accident 

Total % of Tot 


Drug OD 
Other 
Traffic 
Total 


66.7% 

18.2% 

15.2% 

100 % 


Unknown 

9.6% 


Weapon 
Drug OD 
Other 
Unexplain 
Total 


Suicide 

14.3°/ 


Suicide 

Total 


% of Total 


Total Number of Reported Deaths FY 1997-98 = 230 


DISTRIBUTION BY RBHA 

CPSA-GSA3 



Heart 

Cancer 

Other 

Respirator 

Cerebrova 

Liver 

Unexplain 

HIV/Aids 

Total 


Accident 

16.7% 

Accident 



Total 

%ofTo 

Drag O 

1 

50.0% 

Other 

1 

50.0% 

Traffic 

0 

0.0% 

Total 

2 

100% 


Unknown 

16.7% 


Suicide Suicide 



Total % of Tot 

Weapon 


Drug OD 


Other 

0 0.0% 

Unexplai 

■ 0 ' 0.0% 

Total 

. i 100%, 


Natural Causes 
58.3% 


Natural Causes 


Total Number of Reported Deaths FY 1997-98 = 12 


G - 4 



























FY 1997-98 ARIZONA SMI MORTALITIES 

Statewide Distribution by Cause of Death 


Natural Causes 
60.0% 


Natural Causes 

Total % of Total 


Heart 

Cancer 

Other 

Respiratory 

Cerebrovasc 

Liver 

Unexplained 

HIV/Aids 

Total 




Homicide Weapon 

1.7% Total 


Homicide 

Total % of Tot 


100 % 

100 % 


Accident 
14.3% 


Accident 



Total 

% of Tot 

Drug OD 

22 

66.7% 

Other 

6 

18.2% 

Traffic 

5 

15.2% 

Total 

33 

100% 


Unknown 

9.6% 


Suicide 

14.3°/ 


Weapon 
Drug OD 
Other 
Unexplain 
Total 


Total Number of Reported Deaths FY 1997-98 = 230 

DISTRIBUTION BY RBHA 

CPSA-GSA5 



Natural Causes 
50.0% 


Natural Causes 

Total % of Total 





Homicide 

5.6% 


Homicide 



Suicide 

11 . 1 % 



Total 

% of Tot 

Weapon 

2 

100% 

Total 

2 

100% 


Accident 

16.7% 


Accident 



Total 

% of To 

Drug O 

3 

50.0% 

Other 

3 

50.0% 

Traffic 

0 

0.0% 

Total 

6 

100% 


Unknown 

16.7% 


Suicide 



Total % of Tot 

Weapon 
Drug OD 
Other 
Unexpiai 
Total 

.. 


Total Number of Reported Deaths FY 1997-98 = 36 


G - 5 




























FY 1997-98 ARIZONA SMI MORTALITIES 

Statewide Distribution by Cause of Death 


Homicide 


Heart 

Cancer 

Other 

Respiratory 

Cerebrovasc 

Liver 

Unexplained 

HIV/Aids 

Total 




Weapon 
Drug OD 
Other 
Unexplain 
Total 


Natural Causes 
60.0% 


Natural Causes 

Total % of Total 


_ Total % of Tot 

Homicide Weapon 4 100% 

^ Total [ 4 100% 


Accident 

14.3% 

Accident 

Total % of Tot 


22 66.7% 

6 18.2% 

5 15.2% 

33 100% 


% of Total 


Drug OD 
Other 
Traffic 
Total 


Unknown 

9.6% 


Suicide 

14.3°/ 


Suicide 

Total 


Total Number of Reported Deaths FY 1997-98 = 230 


DISTRIBUTION BY RBHA 

COMCARE 


Homicide 


Natural Causes 
63.5% 


Natural Causes 

Total % of Total 


Heart 

Cancer 

Other 

Respirator 

Cerebrova 

Liver 

Unexplain 

HIV/Aids 

Total 




Homicide 
0.7% 

Accident 
14.2% 



Total 

% of Tot 

Weapon 

1 

100% 

Total 

1 

100% 


Accident 



Total 

%ofTo 

Drug O 

15 

71.5% 

Other 

2 

9.5% 

Traffic 

4 

19.0% 

Total 

21 

100% 


Unknown 

6 . 1 % 


Suicide 


.5% 

Suicide 

Total % 

Weapon 

13 

Drug OD 


Other 

,s.W V Vm '’_«&• ''V' 

Unexplai 


Total 



% of Tot 


13.0% 

*3% 

. 100 %, 


Total Number of Reported Deaths FY 1997-98 = 148 
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* Denominator = Number of OPEN Records of Persons With A Serious Mental Illness 
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* Denominator = Number of OPEN Records of Persons With A Serious Mental Illness 
** No Statistically Significant Difference Between Rural & Urban Mortality Rates 




















































APPENDIX H 



AVERAGE AGE OF DEATH - SMI 

STATE AVERAGE vs. RBHA COMPARISON * 


STATE AVG. 
EXCEL 


CPSA-5 

NARBHA 


CPSA-3 

PGBHA 


| COMCARE 


Accident Homicide Natural Suicide Unknown 

CAUSE OF DEATH 


*FY1997-98 


H - 1 
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